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is still there? 


is much more than an antacid 


Clinical experience clearly indicates 
that alkali is not the only answer to 
ulcer pain.'-5 

More than an antacid is needed. 
Kolantyl is more than an antacid. It 
blocks all three sources of ulcer pain. 
An antispasmodic (safe Bentyl) to stop 
pain-producing spasm. Anti-enzyme 
action to curb peptic erosion. Balanced 
antacids that neither constipate nor 
laxate. Plus a demulcent to promote 
healing. 


TRADEMARKS: BENTYL@®, KOLANTYL® 


Shotgun therapy? Probably not, when 
you consider this: Which one of the 
ingredients of Kolantyl can an ulcer 
patient do without? 


Dosage: | teaspoonful, or 2 tablets, 
every three hours, as needed. 


REFERENCES: 1. Altschule, Mark D.: Med. Science 
6:560, Oct. 25, 1959. 2. Kasich, A. M.; Boleman, 
A. P., Jr., and Rafsky, J. C.: Am. J. Digest. Dis. 1:361, 
1956. 3. Roth, J. L. A.; Wechsler, R. L., and Bockus, 
H. L.: Gastroenterology 31:493, 1956. 4. Rafsky, 
J. C.: Gastroenterology 27:29, 1954. 5. Ruffin, J. M.; 
Baylin, G. J.; Legerton, C. W., and Texter, E. C., Jr.: 
Gastroenterology 23:252, 1953. 
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The first specific aldosterone-blocking agent... 


effectively extends the medical control of edema or ascites. 
It introduces a new therapeutic principle in the treatment of... 


CONGESTIVE HEART FAILURE - HEPATIC CIRRHOSIS 
_THE NEPHROTIC SYNDROME - IDIOPATHIC EDEMA 


ALDACTONE introduces a new class of therapeutic 
agent, the aldosterone-blocking agent providing: 


satisfactory relief of resistant or advanced 
edema even when all other agents, alone or in 
combination, are ineffective or are only partially 
effective. 


A New Order of Therapeutic Activity 

ALDACTONE acts by blocking the effect of aldo- 
sterone, the principal mineralocorticoid governing 
the reabsorption of sodium and water in the distal 
segment of the renal tubules. 

By so doing Aldactone establishes a fundamen- 
tally new and effective approach to the control of 
edema or ascites, including edema resistant or un- 
responsive to conventional diuretic agents. 

Further, because of its different site and mode 
of action in the renal tubules, Aldactone has a true, 
highly valuable synergistic activity when used with 
a mercurial or thiazide diuretic. 


What Physicians May Expect of Aldactone 


It is fully expected that Aldactone will change 
present medical concepts of the therapeutic limita- 
tions of managing edema. Many patients living in 
a greater or lesser state of edematous invalidism 
can now be edema-free. To others, gravely ill, 
Aldactone will be life-saving. ~ 


When used alone, Aldactone will produce a sat- 
isfactory diuresis in about half of those patients 
whose edema is resistant to conventional diuretic 
agents. 

When Aldactone is used in a comprehensive 
therapeutic regimen, which includes a mercurial 
or a thiazide diuretic, a satisfactory diuresis and 
relief of edema may be expected in approximately 
85 per cent of edematous patients who would not 
otherwise respond. 


DOSAGE: For most adult patients the optimal dos- 
age of Aldactone, brand of spironolactone, is 100 
mg. four times daily. Aldactone should be admin- 
istered for at least four or five days before apprais- 
ing the initial response, since the onset of thera- 
peutic effect is gradual when it is used alone. 
Aldactone manifests accelerated activity with 
greater response as early as the first and second 
days when used in combination with a mercurial 
or thiazide diuretic. 


SUPPLIED: Aldactone is supplied as compression 
coated yellow tablets of 100 mg. ji 
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GP _ March 1960 3 Isoniazid Prevents Tuberculous Meningitis. 

A. PAMPLONA, M.D. Isoniazid given for 
one year is more than 85 per cent effective in 
preventing complications that would have been 
expected to develop after childhood tuberculosis. 


ESSALON 


is the tasteless 
cough controller 


The problem of taste, which can be a 

_ hindrance to effective cough therapy, 
simply does not exist with Tessalon perles. 
There is no gagging, no refusal, no delay- 
ing, no “cheating”— because Tessalon 
perles provide medication enclosed in 
tasteless gelatin spheres. 

Tessalon, a nonnarcotic, is 21/2 times as 
effective as codeine.* Tessalon acts both 
at the sensory receptors in the chest and 
the cough centers of the medulla. Further- 
more, it controls cough frequency with- 
out interfering with productivity or ex- 
pectoration; sputum is usually thinner, 
easier to raise. Tessalon acts within 15 or 
20 minutes, controls cough for 3 to 8 
hours. There are no major side effects. 
Whether for acute or chronic cough, 
whether for short- or long-term therapy, 
Tessalon has a remarkable margin of 
safety. Perles insure built-in, precise dosage 
—no sugar or sodium to interfere with 
diet, no problem of nausea. Tessalon 
perles.are easy to swallow, easy to carry 
in pocket or purse. 


supriiep: Tessalon Periles, 100 mg. (yellow); bottles of 
100. Tessalon Pediatric Peries (for children under 10), 
50 mg. (red); bottles of 100. Also available (for use 
when oral administration of Tessalon is precluded): 
Ampuls, | ml. (5 mg.); cartons of 5. 
*Shane, S. J., Krzyski, T. K., and 
Copp, S. E.: Canad. M.A.J. 77:600 


(Sept. 15) 1957. 
TESSALON® (benzonatate CIBA) 
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Publisher’s Memo 


EVERY MAN, during his lifetime, is entitled to one good dog, 
one good woman and one published opinion. For this rea- 
son, many magazines publish a letters-to-the-editor column. 
We call ours “Yours Truly.” 

Editing this feature is not an easy assignment. We don’t 
simply send a random assortment of letters to the printer 
and let him pick the ones he likes. Nor do we prefer bou- 
quets to brickbats. This is a reader’s column. 

For reasons we don’t understand, our supply of interest- 
ing letters follows the feast or famine curve. One month 
the box is full; two weeks later it’s empty. We always have 
an assortment of letters telling us that GP is a mighty fine 
magazine—but this is an opinion we hope most readers 
share. 

This then is a request for a steady stream of interesting 
letters. Although unsigned letters are ignored, we withhold 
names on request. Also, we never publish a letter without 
the writer’s permission. 

Many readers perhaps feel that a letter to the editor 
must relate to a previously published article or an Acad- 
emy-sponsored activity. This isn’t true. We will publish a 
letter about dog catchers if we feel it will either entertain 
or inform a respectable number of readers. Also, we like 
nothing better than a published divergence of opinion. This 
holds true when GP’s a participant and remains true when 
our only function is that of an editorial middleman. 

The world of communication is a vast and wondrous 
one. Through GP, we communicate with more than 25,000 
readers. But we’d also like to feel that GP enables readers 
to communicate with each other. Comments, suggestions 
and opinions often have more than local application. We 
feel that there’s a rebuttal for every retort and myriad 
answers to every question. 

To keep “Yours Truly” timely and spontaneous we like 
to use a letter as quickly as possible. If a rebuttal is forth- 
coming, get it into the mail at once. There are usually two 
sides to any controversy and we are eager to air both 
points of view. The pros and cons and the views presented 
in this department do not necessarily reflect the opinions 
of GP or the Academy. 

A letter mailed today will not appear tomorrow. Please 
be patient and remember that the delay is caused by publi- 
cation deadlines and our policy of first obtaining permis- 
sion. Above all, remember that “Yours Truly” is the 
reader’s portion of GP. Not everyone can be an editor but 
almost everyone has a pencil, pen or typewriter. That’s all 
it takes. 

Write us. Tell us what you think, how you feel, what 
seems good and what seems bad. It’s your column—please 
use it. 

—M.F.C. 


(N’ acetyl sulfamethoxypyridazine, Parke-Davis) 


JUST RIGHT FOR CHILDREN... DELICIOUS 
BUTTERSCOTCH FLAVORED 
only one dose a day 


Provides these distinct therapeutic advantages: convenient 
and economical single daily dose + rapid, therapeutically 
effective concentrations in plasma and tissues maintained 
for 24 hours « wide antibacterial effectiveness of sulfonamides 
« high solubility and low dosage, minimizing possibility of 
crystalluria. 


Recommended dosage: First day — 1 teaspoonful (5 cc.) for each 18 Ibs. 
body weight. Daily maintenance — 2 teaspoonful for each 18 Ibs. body 
weight. Pediatric dosage should not exceed adult dosage. Supplied: 
250 mg. per 5 cc., in 4-0z. bottles. Also availabie: MIDICEL® (sulfa- 
methoxypyridazine, Parke-Davis), as quarter-scored tablets of 0.5 Gm., 
bottles of 24, 100, and 1,000. Adult dosage: Initial (first day)— 
2 tablets (1 Gm.) for mild or moderate infections, or 4 tablets (2 Gm.) 
for severe infections, Maintenance —1 tablet (0.5 Gm.) daily for mild or 
moderate infections, or 1 tablet (0.5 Gm.) to 3 tablets (1.5 Gm.) daily 
for severe infections, depending on severity of the infection and weight 
of the patient. Children’s dosage: According to weight. See literature 
for details of dosage and administration. 


ID: PARKE, DAVIS & COMPANY 
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when anxiety 
takes the form 


of apathy, 


listlessness and 


- emotional fatigue 


brand of trifluoperazine 
the unique tranquilizer 


that relieves anxiety and restores normal drive 


e often effective where other agents fail 

e fast therapeutic response with very low doses 

e side effects infrequent, usually slight and transitory 
e convenient b.i.d. administration 

e well-accepted by patients 


AVAILABLE: For use in everyday practice—1 mg. tablets, in bottles 
of 50 and 500. USUAL DOSAGE: One 1 mg. tablet, b.i.d. (morning 
and night). Additional information available on request from 
Smith Kline & French Laboratories, Philadelphia 1. 


— 
j 
| 
f 
2 
a 


EXECUTIVE DIRECTOR’S 


Newsletter 


MARCH, 1960 


SIGNIFICANT EVENTS 


General Practice 
Board Formed 


Smith Chastises 
Kefawver Effort 


> A group of general practitioners have formed and incorpor— 
ated an American Board of General Practice, GP learned last 
week. The newly-formed "board" was incorporated January 22 
in the State of Maryland. 

A check with the AMA reveals that the group has made no 
application for approval by the Council on Medical Education 
and Hospitals. GP also learned that it has not attempted to 
affiliate with the Advisory Board of Medical Specialties, a 
body that grants official status to certifying agencies. 

The Articles of Incorporation, filed with the Maryland 
Department of Assessment and Taxation, show that Dr. Charles 
McArthur, Olympia, Wash., is the president. Dr. George 
Thorpe, Wichita, Kan., is the secretary—treasurer. 

Meanwhile, a report prepared by Academy Board Member John 
Lindsay, chairman of a joint AAGP-—AMA Section on General 
Practice committee to study the creation of such a certify— 
ing board, recommends no action until such time as the pro- 
posal has received "a great deal of study." His report, 
submitted to the joint committee, shows that in response to 
an invitation for comments mailed to all Academy members, 
approximately 80 per cent expressed opposition to the crea— 
tion of a certifying board. 


> Dr. Austin Smith, former editor of the Journal AMA and 
now president of the Pharmaceutical Manufacturers Associa— 
tion, last week told the Kefauver Antitrust Committee that 
there is only one chance in 2,865 that "a new potential 
medicine" will ever be successful. Emphasizing the drug 
industry's "staggering" research investment (about $1 
billion since 1947), Dr. Smith chastised the committee for 
directing public attention to a few products "without relat— 
ing these to the many thousands...produced by the entire 
industry." 

Hinting that perhaps the Senate would do well to concern 
itself with other problems, Smith said that "there has 
been no missile gap in pharmaceutical research." He added 
that if drug prices had risen as fast as the over-all cost 
of living, Americans would be paying at least an additional 
billion dollars a year. 

Smith told the controversial investigating committee 
that "more than 3,000,000 Americans, living today, would 
be dead if the nation's death rate had remained constant 
at its 1937 level." He strongly suggested that the 
committee should not seek to interview "individuals 
critical of the industry" without querying people who 
represent "unquestioned authority." 
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Newsletter 


Expect Forand Bill 
Vote in 30 Days 


FAA Hearings 
Reveal Confusion 


Expect Action 
Soon on HR 10 


>» The medical profession is_ in a now—or—never position if 
it cares to take positive action in opposition to the Forand 


compulsory health insurance bill. The Academy Board of 
Directors and the Commission on Legislation and Public 
Policy have been told that a vote may come within 30 days. 

The commission has urged all state chapters to take 
immediate and definitive action. Dr. Paul Read, chairman 
of the commission, is urging all members to contact their 
congressmen via telegrams, letters and cards. Dr. Read 
points out that personal communications "carry a lot more 
weight" than resolutions. "It's too easy for a congressman 
to convince himself that a resolution reflects the opinion 
of a vociferous minority," Dr. Read adds. 

The most effective communique is probably a hand-written 
postcard outlining valid objections to any form of compul— 
sory health insurance. The Forand bill is only one of many 
plans with others being authored by many presidential and 
congressional aspirants. 


> Last month's Federal Aviation Agency hearings, on the 
medical certification of private pilots, found no one, not 
even the FAA, able to clearly characterize a "designated 
medical examiner." The FAA contends that only these 
doctors, known as "DMEs," should examine third—class pilots. 
Representing the Academy, Past President Malcom Phelps (a 
skilled pilot cited a tragic incident involving a diabet— 
ic. When Dr. Phelps refused to certify him, he sought out 
a DME, received certification, later crashed to his death. 
Contrary to expectations, one Flying Physicians' Associa-— 
tion spokesman did not strongly oppose the FAA recommenda— 
tion. FPA President Charles M. Starr, a California 
surgeon, said that he was for it—"with reservations." 
Merrill Armour, the association's Washington counsel, said 
that the hearings would serve no purpose because "the 
FAA has already determined what it is going to do. 
Senator "Mike" Monroney's (D—Okla.) Subcommittee on 
Aviation will continue hearings on the proposal. Dr. Phelps 
will also represent the Academy at these hearings. 


> Within the next few weeks, the Senate Finance Committee 
will consider HR 10, also known as_ the Smathers—Morton— 
Keogh-Simpson bill. The bill would let self-employed 


persons establish tax-deferred retirement income funds. It 
was passed last year, for the second time, by the House of 
Representatives. —M.F.C. 
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fie squeeze of modern diuretics 
ates excess fluids — but loss 
of potassium is unavoidable 


It must be replaced. 


READILY | elixir 
— (Potassium Gluconate, W-T) 
nn ta | _ A tablespoonful of KAON Elixir twice daily (30 cc.) 
me supplies the approximate normal daily potassium 
Lod requirement (40.0 mEq.) — is approximately equal to 
EXTREMELY the elemental potassium in one fourth gallon of orange 
PALATABLE juice. One teaspoonful (5 cc) approximately equals 
e the potassium in 0.5 Gm. of potassium chloride. 
AVOIDS 
UNCERTAINTIES OF | 
\ ‘WITH ADRENAL CORTICOID THERAPY, 
DANGERS OF ~—s_ | KAON IS USEFUL IN PREVENTING 
POTASSIUM DEPLETION. 
References: W. J. Kolff, “Acute Renal Failure: Causes 
K and Treatment,” The Medical Clinics of 
North America, 30:1052 (July 1955). 
4 Peter Forsham, “Symposium on Adrenal 
WARREN-TEED Corticoid Therapy,” Metabolism, 7:19 (Jan. 
1958). 
maz THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS 8, OHIO 
Dallas Chattanooga Los Angeles Portland 
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for hematologic support during most rapid growth 


Rapid growth in infancy is often accompanied by diminution of iron 
stores to meet demands for hemoglobin in a rapidly expanding 
blood volume. The usual supplementary diet may still leave the 
infant in a borderline state of iron nutrition.'? 


SIMILAC WITH IRON 


12 mg of ferrous iron per quart of formula 


assured iron intake @ to maintain iron stores — 
in every formula Feeding to prevent iron deficiency 
at no additional cost @ to support the usual diet 


References: 1. Sturgeon, P., in Wallerstein, R. O., and Mettier, S. R.: Iron in Clinical Medi- 
cine, Los Angeles, University of California Press, 1958, p. 183. 2. Smith, N. J., and Schulz, J., 
op cit., p. 65. 
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More than 123 million Americans paid 1,200 in- 
surance groups $5.9 billion for protection against 
costs of illness and injury in 1959. A Health In- 
surance Institute report pointed out that the 
agencies paid out $4.7 billion in benefits. | 


The Department of Defense 
estimates it will spend $1 mil- 
lion for tranquilizer pills dur- 
ing the next fiscal year, part 
of a $70 million outlay for 
drugs and medicines. 
During 1959, 26 fewer students were enrolled in 
the nation’s six osteopathic colleges than during 
the previous year. Total enrollment was 1,915. 
‘Ohio, California, Missouri, Michigan, Pennsyl- 
vania and New York provided 67 per cent of the 
students. These same states have 57 per cent of 
all practicing osteopaths and 67 per cent of all 
osteopathic hospital beds. 


The number of Americans over 65 years of age 
has risen from 12 million to 15 million since 1950. 


The first working model of an anesthesia monitor 
holds promise that some day an expert in each 
city, hooked up to many hospitals, will be able 
to guide anesthesia administration in the re- 
spective operating rooms. The monitor is being 
developed by Mayo Clinic and IBM. 


Doctors who complained when drug manufac- 
turers took them off mailing lists at age 65 will 
now be retained until they are 70. 


Honegar tonic, a mixture of 
honey and apple cider vine- 
gar, is now marketed in six 
metropolitan areas. The 
product was inspired by the 
best seller, Folk Medicine, 
written by Dr. D. C. Jarvis. 
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GHI of New York has extended health insurance 
coverage for the elderly. In a Family Doctor 
Plan, GHI pays for illnesses that can be treated 
at home. 


The Federal Housing Administration now extends 
mortgage insurance to cover construction of 
home fall-out shelters. 


Between 500,000 and 600,000 Americans now are 
covered by dental insurance. The number of pre- 
paid dental care plans has doubled in the last 
two years, now stands at about 200. 


The number of polio cases in 1959 rose 83 per 
cent over total cases for 1958. A National 
Foundation report blamed lack of vaccinations 
for the increase. 


Individual differences in size, 
shape and proportion of the 
hand and wrist bones are so 
distinctive that x-ray nega- 
tives of this area can serve 
as a means of identification, 
says a Stanford medical 
school faculty member. 


Dentists’ fees have risen 30 per cent in the last 
ten years. Americans now pay almost $1.7 billion 
a year for tooth repair, 10 per cent of total 
medical care spending. 


Sickness costs Americans $35 billion annually. 
Individuals pay out $15 billion in direct expendi- 
tures, the government appropriates $5 billion for 
health purposes, and the remaining $15 billion 
is in lost income. 


The AMA Council on Medical Education and 
Hospitals reports 43 medical schools had de- 
creases in the number of students graduated last 
year, 34 had increases. 
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the 
decontussive* 
makes for 
better 
cough control 


reduces postnasal drainage - lessens pharyngeal irritation 
depresses the cough reflex - eases expulsion of mucus 


Dosage (to be administered every 3 or 4 


iti Ongestant to t itussiv: 
* The addition of the decongestant to the antitussive 


provides more complete cough control than regular 6 years—Y tsp.; under 1 year—V tsp.; 

“cough syrups”. The central antitussive action of Patients over 12—2 tsp. One dose at bed- 

Do bent end th ‘ f . time is usually sufficient to control the 
rmethan’* and the expectorant action of ammonium cough cycle initiated by postural drainage 

chloride are complemented by the decongestant action of paranasal sinuses. 

of Triaminic,?:*-* which reduces swelling and controls Each tsp. (5 ml.) of fruit-flavored, 

non-alcoholic TRIAMINICOL provides: 

irritating postnasal drip, a common cough stimulus. 25 mg. 

References: 1. Bickerman, H. A.: in Drugs of Choice, Mosby, 

St. Louis, 1958, p. 557. 2. Lhotka, F. M.: Illinois M. J. 112:259 (Dec.) 

1957. 3. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 1958. (brand of dextromethorp! HBr) 

4. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 1958. Ammonium chloride .................ccccececeseee 


© e | 
the decontussive cough syrup 
SMITH-DORSEY «= a division of The Wander Company « Lincoln, Nebraska 
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Quantum Sufficit 


Fifteen of the Albuquerque, N.M., high school’s 
top seniors are meeting city physicians, watching 
hospital procedures as members of the Future 
Doctors Club, organized by the local Kiwanis. 


Intensive medical investigation in biochemical 
genetics was the biggest single achievement in 
scientific medicine in 1959, according to a survey 
of 84 medical school deans. 


Because of better life expectancy for persons with 
heart disease, many who have a heart disease 
and even those who have recovered from a heart 
attack can now get life insurance. 


The cranberry furor didn’t 
divert food inspectors from 
regular tests. They seized a 
routine 500 tons of unfit food 
last November. Finds in- 
cluded grain, flour, popcorn, 
frozen seafood, spoiled frozen 
chicken and wormy nuts. 


The National Fund for Medical Education has 
made its first grants for medical research. A 
total of $637,500 ($7,500 for each school) will be 
distributed among 85 U.S. medical schools. 


Americans purchased a record-breaking $47.6 
billion worth of life insurance last year. 


Babies retain more cholesterol from human and 
cow’s milk than from formulas containing corn, 
coconut and soya oils, according to two Univer- 
sity of Iowa researchers. 


Upper-income families report larger expenditures 
for health care (especially dental and optical 
services) than lower-income families. Lower- 
income families average higher hospital costs, 
however, both out-of-pocket and in insurance- 
paid benefits. 


GP March 1960 _ 


The first diplomas in space 
medicine were recently 
awarded to an international 
class of physicians and scien- 
tists at the Air Force School 
of Aviation Medicine, San 
Antonio. 


A “hospital of tomorrow,” to be constructed in 
Montgomery, Ala., will help end the doctor-nurse 
shortage, predicts AMA President Louis Orr. It 
will combine some of the best thinking in medi- 
cal, electronics and automation fields. 


A PMA survey shows “The drug industry was not 
getting a good press prior to the first drug price 
hearings; that the pattern became even worse 
during the hearings (except for one day), but 
that ‘favorable’ and ‘unfavorable’ stories have 
balanced out just about even since then.” 


Delinquent debts were harder to collect during the 
last quarter of 1959, says the American Collectors 
Association. This was partially because of the 
steel strike. 


Oregon State College is conducting studies of 
Vitamin K-5 which may determine whether the 
vitamin can extend refrigerator shelf life of foods 
as much as six weeks after exposure to air. K-5 
is the only vitamin not destroyed by heat and 
is the only one known to kill organisms found in 
food. 


Cancer kills one man, woman or child in the 
United States every two minutes. 


He After a steady six-year de- 

cline, the job accident rate 
‘|| in the U.S. rose during the 

|| first nine months of 1959. 

. Job accidents killed 13,300, 


o | injured 1,706,700 last year. 
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You see an improvement within a few days 
Thanks to your prompt treatment and the 
quick, smooth action of Deprol, her de- 
pression is relieved and her anxiety and 
tension calmed — often in a few days. She 
eats well, sleeps well and soon returns to 
her normal activities. 


ic 


calms anxiety! 


Smooth, balanced action lifts 
depression as it calms anxiety... 
swiftly and safely 


Balances the mood — no “seesaw” effect of 
amphetamine-barbiturates and energizers. While 
amphetamines and energizers may stimulate the 
patient — they often aggravate anxiety and 
tension. And although amphetamine-barbiturate 
combinations may counteract excessive stimula- 
tion — they often deepen depression. 


In contrast to such “seesaw” effects, Deprol lifts 
depression as it calms anxiety —both at the same 
time. 


Acts swiftly — the patient often feels better within 
a few days. Unlike the delayed action of other 
drugs which may take two to six weeks to bring 
results, Deprol’s smooth, immediate action 
relieves the patient quickly — often within a few 
days. 


Acts safely — no danger of liver damage. Deprol 
does not produce liver damage, hypotension, psy- 
chotic reactions or changes in sexual function — 
frequently reported with other drugs. 


BIBLIOGRAPHY (16 clinical studies, 714 pationte): 


1. Alexander, (35 “potients) : Chemoth of ion Use of: 
d with benactyzine (2- diethylominoethyl benzilote) 


hydrochl id “LAMA. 166:1019, March 1, 1958. 2. Bateman, J. C. and F 


yc H. M. (50 patients): Meprobamate and benactyzine hydrochloride AMPHETAMIN ES 

prol) as adjunctive therapy for patients with advanced cancer. Anti- 

biotic Med. & Clin. Therapy 6:648, Nov. 1959. 3. Bell, J. L., Tauber, H., AND ENERGIZERS BAR 8 | TU RATE 
Santy, A. and Pulito, F. (77 patients): Treatment of depressive states & may stimulate the combinations may 
office practice. Dis. Nerv. System 20:263, June 1959. 4. Breitner, C. (31 j i = 
patients): On mental depressions. Dis. Nerv. System 20:142, (Section Two), patient, but often control conyers 
May 1959. 5. McClure, C. W., Papas, P. N., Speare, G. S., Palmer, E., increase anxiety and tion but may deepen 
Slattery, J. J., Konefal, S. H., Henken, B. S., Wood, C. A. and Ceresia, tension. depression. 


G. B. (128 patients): Treatment of depression—New technics and therapy. 
Am. Pract. & Digest Treat. 10:1525, Sept. 1959. 6. Pennington, V. M. (135 
patients) : benactyzine (Deprol) in the treatment of chronic 
brain di ia and senility. J. Am. Geriatrics Soc. 7:656, i 
Aug. 1959. ve ‘Rickels, K. and Ewing, J. H. (35 patients): Deprol in — 
depressive conditions. Dis. Nerv. System 20:364, (Section One}, Avg. 1959. 

. Ruchwarger, A. (87 patients): Use of Deprol (mep 


with benactyzine hydrochloride) in the office t of d M, 

Ann. District of Columbia 28:438, Aug. 1959. 9. Settel, E. (52 wried. 

Treatment of depression in the elderly with a meprobamate-benactyzine 

hydrochloride combination. Antibiotic Med. & Clin. Therapy. In press, Dosage: Usual starting dose is 1 tablet q.i.d. + gonna 
1959. 10. Splitter, S. R. (84 patients): The care of the anxious and the this may be gradually increased up to 3 tablets q.id. 
depressed. Submitted for publication, 1959. Composition: 1 mg. 2-diethylaminoethyl benzilate hydrochlo- 


ride (benactyzine HCl) and 400 mg. meprobamate. 
Supplied: Bottles of 50 light-pink, scored tablets. Write for 
literature and samples. 


CO-1147 


| — 
| Ri / 
“tf ff 


FOR SIMULTANEOUS IMMUNIZATION 


AGAINST 4 DISEASE Do 


Poliomyelitis -Diphtheria-Pertussis-Tetanus 


PEDI-ANTICS 


-IT'S 
pesieneo \| 
DESIGNED ESPECIALLY 
ESPECIALLY FOR 
FOR DOCTOR 
DOCTORS’ OFFICES... 
OFFICES... —WHILE WHERE 


GETTING TETRAV, 
-LISTEN../ SHOTS ! / IS 


DIPHTHERIA AND TETANUS TOXOIDS WITH PERTUSSIS AND POLIOMYELITIS VACCINES 


now you can immunize against more diseases... with fewer injections 


Dose: 1 ce. 

Supplied: 9 ce. vials in clear plastic cartons. Pack- ‘ 
age circular and material in vial can be examined | 
without damaging carton. Expiration date is | 
on vial for checking even if carton is discarded. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


TETRAVAX IS A TRADEMARK OF MERCK & CO., INC. 


&pP MERCK SHARP & DOHME, pivision oF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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THE AMERICAN ACADEMY OF GENERAL PRACTICE 


Officers 
President, FOUNT RICHARDSON, M.D. 
316 W. Dickson St., Fayetteville, Ark. 


President-elect, JOHN G. WALSH, M.D. 
2901 Capitol Ave., Sacramento, Calif. 


Vice President, FLoyp C. BRATT, M.D. 
833 South Ave., Rochester, N.Y. 

Treasurer, ALBERT E. RITT, M.D. 
1562 University Ave., St. Paul, Minn. 

Executive Director and General Counsel, Mac F.. CAHAL, J.D. 
Volker Blvd. at Brookside, Kansas City, Mo. 


Speaker of the Congress of Delegates, 
JAMES D. MURPHY, M.D. 
1556 W. Magnolia, Ft. Worth, Tex. 


Vice Speaker of the Congress of Delegates, 
CARROLL L. WITTEN, M.D. 
2287 Taylorsville Rd., Louisville, Ky. 


Directors 

Chairman of the Board of Directors, FLoyp C. BRATT, M.D. 
833 South Ave., Rochester, N.Y. 

Terms to Expire 1960: 


NorMAN R. BOOHER, M.D. 
447 E. 38th St., Indianapolis, Ind. 


Mary E. JOHNSTON, M.D. 
Tazewell, Va. 
M. C. WIGINTON, M.D., deceased 11/25/59 
310 W. Thomas St., Hammond, La. 
Terms to Expire 1961: 


JOHN PAUL LINDSAY, M.D. 

5410 Harding Rd., Nashville, Tenn. 
JAMES M. PERKINS, M.D. 

227 16th St., Denver, Colo. 


Pau. S. READ, M.D. 
2415 Fort St., Omaha, Neb. 


Terms to Expire 1962: 


JOHN O. MILLIGAN, M.D. 
1120 Boylston Ave., Seattle, Wash. 


DANIEL M. ROGERS, M.D. 
2 Cherry St., Wenham, Mass, 


HERBERT W. SALTER, M.D. 
4900 Euclid Ave., Cleveland, Ohio 


HOLLAND T. JACKSON, M.D., ex officio 
Medical Arts Bldg., Ft. Worth, Tex. 
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National Officers 
and Editorial 


Advisory Board 


Editorial Advisory Board 
Allergy: Harry L. Rogers, M.D., Philadelphia, Pa. 


Anesthesiology: John Adriani, M.D., New Orleans, La.; 
Robert A. Hingson, M.D., Cleveland Heights, Ohio. 


Aviation Medicine: Robert J. Benford, M.p., Washington, 
D.C.; William R. Stovall, M.p., Washington, D.C. 


Cardiac and Vascular Surgery: Davitt A. Felder, M.p., St. 
Paul, Minn.; Dwight E. Harken, M.D., Boston, Mass.; 
Gerald H. Pratt, M.p., New York, N.Y.; Paul C. Samson, 
M.D., Oakland, Calif. 


Cardiology: E. Grey Dimond, M.D., Kansas City, Kan.; 
J. Willis Hurst, M.p., Atlanta, Ga.; Fay A. LeFevre, M.D., 
Cleveland, Ohio; Arthur Master, M.D., New York, N.Y. 


Chemotherapy, Antibiotics and Infectious Diseases: Harry 
F. Dowling, M.D., Chicago, Ill.; Maxwell Finland, m.p., 
Boston, Mass.; Theodore E. Woodward, M.D., Baltimore, 
Md.; Wesley Spink, M.D., Minneapolis, Minn. 


Colon and Rectal Diseases: R. Kennedy Gilchrist, M.p., 
Chicago, IIl.; George A. Thiele, M.D., Kansas City, Mo. 


Deficiency Diseases: W. H. Sebrell, Jr., w.D., Manhasset, 
N.Y.; Tom D. Spies, M.p., Birmingham, Ala. 


Dermatology: Leon Goldman, M.D., Cincinnati, Ohio; 
Donald M. Pillsbury, M.D., Philadelphia, Pa.; Richard 
L. Sutton, Jr., M.D., Kansas City, Mo. 


Diseases of the Chest: Andrew L. Banyai, M.D., Chicago, 
Ill.; Seymour M. Farber, M.D., San Francisco, Calif.; 
John H. Seabury, M.D., New Orleans, La.; Maurice S. 
Segal, M.D., Boston, Mass.; Julius L. Wilson, M.D., 
New York, N.Y. 


Endocrinology: Roberto Escamilla, M.D., San Francisco, 
Calif.; Arthur Grollman, M.D., Dallas, Tex.; E. H. 
Hashinger, M.D., La Jolla, Calif.; William Parson, M.D., 
Charlottesville, Va. 


Endoscopy: Edward B. Benedict, M.D., Boston, Mass.; 
Chevalier L. Jackson, M.D., Philadelphia, Pa. 


Gastroenterology: Lt. Col. Eddy D. Palmer, Ft. Sam 
Houston, Tex.; Franz J. Ingelfinger, M.D., Boston, Mass. 


General Medicine: Harold Jeghers, M.D., Jersey City, N.J.; 
John C. Krantz, Jr., PH.D., Baltimore, Md.; John P. 
Merrill, M.D., Boston, Mass.; W. D. Paul, M.D., Iowa 
City, Ia.; Edward H. Rynearson, M.D., Rochester, Minn. 

General Surgery: H. Glenn Bell, m.p., San Francisco, 
Calif.; L. Kraeer Ferguson, M.D., Philadelphia, Pa.; 
Philip Thorek, M.D., Chicago, Ill.; Richard Varco, M.D., 
Minneapolis, Minn. 
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Antivert 


The latest ANTIVERT report confirms earlier 
findings: ANTIVERT relieves vertigo in 9 out of 
10 patients. This combination of meclizine (an 
outstanding antihistamine for vestibular dys- 
function) and nicotinic acid (the drug of 
choice for prompt vasodilation’) “... proved 
more effective than the use of either drug 
alone.’” Out of 50 patients with Meniere’s syn- 
drome, only 4 failed to respond to ANTIVERT.’ 


Prescribe one ANTIVERT tablet (12.5 mg. mecli- 
zine; 50 mg. nicotinic acid) before each meal 
for relief of Meniere’s syndrome, arterioscle- 


STOPS VERTIGO 
9 TIMES OUT OF 10!! 


rotic vertigo, labyrinthitis and vertigo of non- 

specific origin. 

Supplied: In bottles of 100 blue-and-white scored tablets. 

Prescription only. 

References: 1. Menger, H. C.: Clin. Med. 4:313 (Mar.) 
Throat Month. 


1957. 2. J. C.: Eye Ear Nose & 
$8:788 (Sept.) 1959. 


New York 17,N.Y. 


Division, Chas. Pfizer & Co., Ine. 
Science for the World’s Well-Being 
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Hematology: William Dameshek, M.D., Boston, Mass.; 
Robert J. Gilston, M.D., Amsterdam, N.Y.; William 
Harrington, M.D., St. Louis, Mo. 


Industrial Medicine: Rutherford T. Johnstone, M.D., Los 
Angeles, Calif.; Earl F. Lutz, m.p., Detroit, Mich. 


Military Medicine and Civil Defense: W. Randolph Love- 
lace, II, M.D., Albuquerque, N.M. 


Neurology and Neurologic Surgery: Bernard J. Alpers, 
M.D., Philadelphia, Pa.; Winchell M. Craig, M.D., Roches- 
ter, Minn.; James L. O’Leary, M.D., St. Louis, Mo. 


Obstetrics and Gynecology: Allan C. Barnes, M.D., Cleve- 
land, Ohio; Robert J. Crossen, M.D., Chapel Hill, N.C.,; 
Ernest W. Page, M.D., San Francisco, Calif.; John L. 
Parks, M.D., Washington, D.C. 


Ophthalmology: Francis Heed Adler, M.D., Philadelphia, 
Pa.; Lawrence T. Post, M.D., St. Louis, Mo. 


Oral and Plastic Surgery: Paul W. Greeley, m.D., Chicago, 
Ill.; V. H. D. Kazanjian, M.D., Boston, Mass. 


Orthopedic and Traumatic Surgery: Edward L. Compere, 
M.D., Chicago, Ill.; Rettig A. Griswold, m.p., Louisville, 
Ky. 


Otolaryngology: Dean M. Lierle, M.p., Iowa City, Ia. 


Pathology and Laboratory Medicine: Douglas Sprunt, M.D., 
Memphis, Tenn. 


Pediatrics: Harry Bakwin, M.D., New York, N.Y.; James 
L. Dennis, M.D., Oakland, Calif.; James Hughes, M.D., 
Memphis, Tenn. 


Physical Medicine and Rehabilitation: Howard A. Rusk, 
M.D., New York, N.Y. 


Preventive Medicine, Public Health and Statistics: Odin 
Anderson, PH.D., New York, N. Y.5 Leroy E. Burney, 
M.D., Washington, D.C. 


Psychiatry: George A. Constant, M.D., Victoria, Tex.; O. 
Spurgeon English, M.D., Philadelphia, Pa.; Ian Steven- 
son, M.D., Charlottesville, Va.; Stewart Wolf, Jr., M.D., 
Oklahoma City, Okla. 


Radiology: Earl E. Barth, M.D., Chicago, IIl.; Ross Golden, 
M.D., Los Angeles, Calif.; E. P. Pendergrass, M.D., Phila- 
delphia, Pa. 

Rheumatic Disorders and Arthritis: W. Paul Holbrook, 
M.D., Tucson, Ariz.; John W. Sigler, M.D., Detroit, Mich. 


Tropical Medicine: W. A. Sodeman, Jr., M.D., Philadelphia, 
Pa. 


Urology: J. A. Campbell Colston, m.p., Baltimore, Md.; 
Robert Lich, M.p., Louisville, Ky. 
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Wyeth 


® 


A Century of 
Service to Medicine 


* Trademark 


For superior adsorbent action, POLYMAGMA contains Claysorb which is five times more 
adsorbent than kaolin. The two antibiotics in PoLYMAGMA—polymyxin and dihydro- 
streptomycin—provide synergistic bactericidal action against common enteric patho- 
gens to help restore normal intestinal function. 

POLYMAGMA is unusually safe as systemic absorption of oral polymyxin and dihydro- 
streptomycin is negligible. 

New in vitro studyt shows Claysorb is 98-99% effective in adsorbing human enteric 
viruses Coxsackie, ECHO and poliomyelitis, types 1,2,3. Adsorption is immediate and 
constant over a wide range of pH and temperature. 

Supplied: Bottles of 8 fi. oz. Wyeth Laboratories Philadelphia 1, Pa. 
tBartell, P., Pierzchala, W., and Tint, H.: J. Am. Pharm. A. (Sc. Ed.) 49:1 (Jan.) 1960. 


POLYMAGMA 


Polymyxin B Sulfate, Dihydrostreptomycin Sulfate, and Pectin with Claysorb* (Activated Attapulgite, Wyeth) in Alumina Gel, Wyeth 


‘ 
= 
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Letters from Our Readers 


Technique Challenge 


Dear Sirs: 

I am quite disturbed by the article in the Novem- 
ber, 1959 issue of GP by Dr. James E. Reeves titled 
“Drug Evaluation in General Practice.’”’ Dr. Reeves 
makes the gravest of errors in his drug evaluation 
technique. 

First, it should be a general rule for any physician, 
especially the general physician, when evaluating 
new drugs of any type and for whatever purpose, to 
be sure that patients taking these drugs are seen by 
the physician doing the study at least every seven 
days and rarely as long as ten days. It is impossible 
to properly adjust individual dosages in patients on a 
monthly visit basis. 

The dangers of reactions due to cumulative action 
or other untoward reactions caused by the drug can- 
not be controlled, observed, or properly treated on a 
monthly basis. By having the patient return every 
seven days or sooner the physician remains in control 
of the evaluation study and can adjust dosage or dis- 
continue the drug before untoward effects develop or 
harm has been done. This is most important if you 
are considering drug evaluation in your practice! 

Second, the surest way to lose control of both the 
patient and your observations is to give the patient a 
bottle or package of 100 pills! 

Again, how does the average patient remember 
from month to month just what his improvement 
was the first week as compared with the fourth? If 
you record your findings weekly by writing in words, 
or checking with a profile card, or the use of IBM 
records, you will be amazed at the difference from 
week to week and month to month. 

In all drug evaluation it is important to note the 
value and response of the drug the first week or even 
the first few days since some drugs give their best re- 
sults early and taper off in two to four weeks. This 
observation is usually lost if the patient returns later 
than one week. Here again, in the weekly interval an 
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Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Yours Truly 


increase or decrease in the drug administered might 
be necessary or even discontinuation of the drug 
completely. The opportune time for such change in 
dosage will be missed in most cases if the patient is 
loaded with 100 pills and has a month to forget all 
about them. 

Dr. Reeves shows surprise in his comment “one 
interesting observation slightly surprising, was the 
occurrence of nausea and vomiting in two patients 
when taking the placebo.”’ If Dr. Reeves continues to 


-do drug evaluation he will find that at times the 


placebo could very well be the best medicament he 
has to offer some patients to produce the desired 
effect. 

Before physicians consider drug evaluation I sug- 
gest they read articles on clinical evaluation of new 
drugs by such men as Russek, Berger, Friend, 
Krantz, Batterman and other physicians and phar- 
macologists who are doing drug research and clinical 
evaluation in this country. 

I. PHILLIPS FROHMAN, M.D. 
Washington, D.C. 


In accordance with GP policy, Author Reeves was 
asked to comment. His reply follows.—PUBLISHER 


Dear Sirs: 

I am very flattered that Dr. Frohman read my 
paper so carefully and critically. Functional com- 
plaints due to anxiety and tension vary so greatly 
from day to day, that I find that periods of longer 
than seven days observation are more meaningful to 
me. 

The patients referred to in my article were given 
bottles of 100 tablets; they were so packaged by the 
manufacturer. These patients know me very well, 
and any unusual or untoward reactions were reported 
promptly. Details of the study may be found in the 
original paper. Few can disagree with Dr. Frohman’s 
endorsement of placebo therapy. 

The recent papers of Robert C. Batterman and his 
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A FULL RANGE OF DIETARY AND THERAPEUTIC SUPPORT FOR OLDER PATIENTS 


B-Complex Vitamins 
Thiamine Mononitrate 
Riboflavin 

Pyridoxine Hydrochloride. ... 
Nicotinamide 


Oil Soluble Vitamins 

Vitamin A 1.5 mg. (5000 units) 

Vitamin D... 12.5 meg. (500 units) 
10 Int. units 
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Lipotropic Factors 
Betaine Hydrochloride 
Inositol 


Hematopoietic Factors 
Vitamin B,2 with Intrinsic Factor 
Concentrate. ... U.S.P. Unit (oral) 


Ferrous Sulfate, U.S.P...... 75 mg. 
(Elemental lron—15 mg.) 


(Piperazine Estrone Sulfate, Abbott) 


Methyitestosterone 
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Yours Truly 


associates on aspirin, ethoheptazine, dimethazan, 
gold therapy, phenyltoloxamine, and theobromine 
are not unfamiliar to me. Henry I. Russek, Frank M. 
Berger, J. C. Krantz, Jr., and Dale G. Friend have 
written equally interesting and helpful publications. 
I believe my article recommended the pleasure of 
reading these authors. 

I hope to continue drug evaluation in the future— 
five such efforts have been published, and three more 
are pending publication. 

Finally, the principal purpose of the paper was to 
stimulate similar activities among general practition- 
ers—especially members of the Academy. 

JAMES E. REEVES, M.D. 


San Diego, Calif. 


Quick Reference 


Dear Sirs: 

Just a note to express approval of the practice of 
printing the headings of the main articles on the edge 
of the GP cover. It is certainly a convenient quick 
reference. 

E. T. WILLIAMS, M.D. 
LaGrange, Tex. 


Practice Comparison 


The following inquiry from Dean W. C. Davison of 
Duke University School of Medicine to the American 
Medical Association was referred to the Academy. The 
Academy’s reply follows Dr. Davison’s letter. 


Dear Sirs: 
Have you any figures on the percentage of the 
members of the American Medical Association who 
are in general practice at the present time and also 
the percentage who were in general practice 20 years 
ago? The number of our graduates entering general 
practice was 40 per cent before the Second World 
War, but is falling. 
I am convinced that more effort must be made 
to increase the number of men in general practice. 
W. C. DAVISON, M.D. 
Dean 
Duke University Medical Center 
Durham, N.C. 
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An AAGP survey in 1958, by year of graduation, 
showed that 40 per cent of the 1940 class entered general 
practice; this figure dropped to 31 per cent with the class 
of 1948. Starting in 1949 the ratio increased to 51 
per cent of the 1953 class but dropped again to 47 per 
cent of the 1954 class. Daia on recent graduates is diffi- 
cult to obtain because of the lag between graduation and 
start of practice. This is due to military service and 
more residency training in all fields. Evidence shows 
that a greater number of physicians preparing for gener- 
al practice are taking graduate training before entering 
practice and should result in more graduates entering 
general practice. The Academy concurs, however, that 
even more effort must be made to interest and prepare 
medical students for a career in general practice. 
— PUBLISHER 


Tour Turns Tide 


Dear Sirs: 

I promised myself—while being so pleasingly 
“toured” through the headquarters building during 
the State Officers’ Conference by one of your very 
pleasant young ladies—that I would become a Cen- 
tury Club member in the near future. If everyone 
would go to Kansas City for a tour, the drive could 
soon be terminated. 

L. R. BURROUGHS, JR., M.D. 
Birmingham, Ala. 


Collecting Data 
Dear Sirs: 

I have been interested in the problems of peptic 
ulcers in children under age 15 since 1949. Since that 
time I have collected 100 such cases in my own 
practice. 

In order to correlate and disseminate knowledge in 
this field, I have established a Registry for Peptic 
Ulcers in Children. 

I would appreciate it if you would publicize my 
interest in the childhood disease in your organiza- 
tion. 

I shall send out reports to all contributors twice 
a year. 

ROBERT B. TUDOR, M.D. 
Bismarck, N.D. 


EFFECTIVE TREATMENT | 
PREVENTION OF: 


Active chloride 1:1000, in a and glycerin base. 
HOMEMAKERS PRODUCTS DIVISION ¢ GEORGE A.BREON & CO., 1450 BROADWAY, NEW YORK 18, N. Y. 


ANNOUNCING EASES MUSCLE 
SCHERING'S SPASM & PAIN IN 
NEW SPRAINS, STRAINS, 


MYOGESIG’ LOW BACK PAINS. 


CARISOPRODOL 


*MYOGESIC 


muscle 
relaxant — analgesic 


tive in the treatment of ammonia dermatitis). 
The case illustrated cleared in 4 days. 
n, M. J. and | , 
a 
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Yours Truly 


Educational Postscript 


Dear Sirs: 

I have been reading with interest the statements 
of the MUSE committee and others on the postgrad- 
uate training of two years duration. Needless,to say, 
I approve of the program only because it might teach 
and train the doctor to do something when he gradu- 
ates. 

However, it won’t give him any more privileges 
in the hospital today. 

However, I believe we are doing the future doctors 
an injustice. Let him decide whether he wants more 
definitive training than is now offered. 

I believe we should evaluate once again the pre- 
med, medical and internship program. It is apparent 
that we are spending more and more time in studying 
rather than in doing. 

Please ask yourself this question. Could you in 
all fairness qualify as a doctor of medicine, sur- 
gery, obstetrics and fractures were you to be placed 
on an isolated island following a usual one-year 
internship? 

Don’t you think that in four years of the present 
medical school program, one should have been taught 
to do the routines of about 95 per cent of practice— 
the T and A, hernia, appendectomies, female surgery 
and fractures? 

The honesty inherent in most doctors would forbid 
them from going over their heads. They would have 
to have a qualified staff member assist them accord- 
ing to the rules of most hospitals. The tissue commit- 
tee would also judge on their competency. 

Is the urge to do surgery and major obstetrics and 
fractures only a monetary one? I don’t believe this. A 
doctor wants to do what he can do. His pride and 
years of training make him want to do more. He does 
not wish to be stifled by outmoded tradition. If he 
falls into the rut of being the fall guy, of night calls, 
treating colds, giving camp and school exams, he 
basically does little more than a chiropractor or many 
an osteopath. By the way, the osteopath does more 
than many an M.D. in many states. 

We must wake up the general practitioners. Teach 
us, oh medical schools, to do according to thy pre- 
cepts. Teach us, too, to make a living by helping us in 
the economic side of medicine. Send us to preceptors 
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to help us do a better job. Graduate us, not as ap- 
prentices, but as competent physicians and surgeons. 
Restrict us not for ten long years for hospital 
affiliations. 

The children of today are smarter and, through the 
medium of TV and radio, can be taught and are being 
taught much faster. 

Remember the hours spent in surgery clinic up in 
the amphitheatre, with the field glasses, trying to see 
what the third assistant was blocking out, as he was 
trying to see too? 

We must learn to use these visual and aural aids 
and not handicap the M.D.’s of the future with the 
*4’s.”’ Four years high school—four years college— 
four years medical school—four years internship and 
army and four years specialization. 

If we want more doctors in these United States we 
must move forward and not strap the kids in a space 
ship doomed to failure. See to it that hospitals are 
hospitable. See to it that training starts earlier— 
three schools already have revised their programs. 
See to it that scholarship money is available for those 
in need. 

Let us not waste any more time on a two-year 
residency program. 

LEO L. ROSEMAN, M.D. 
Champaign, IIl. 


Aussie Appreciation 


Dear Mr. Cahal: 

The Council of the Australian College of General 
Practitioners voted at a recent meeting to record 
its appreciation and thanks to the American Acad- 
emy of General Practice for the full cooperation and 
assistance so readily given to Dr. J. G. Radford dur- 
ing his visit in the United States. 

Although, as yet, Dr. Radford has only made a 
preliminary report, the council considers that his 
visit has been of great benefit to the Australian Col- 
lege not only for research, the study of which was his 
primary objective, but also in fostering a healthy 
relationship between the several colleges. 

H. M. SAxBy 
Honorary Secretary 
Australian College of General Practice 
Sydney, Australia 
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in genitourinary: 
tract infections 


courses of treatment* and still negligible 
development of bacterial resistance with 


FURADANTIN 


brand of nitrofurantoin 


**,..may be unique as a wide-spectrum antimicrobial agent 
that...does not invoke resistant mutants.” 
Waisbren, B. A., and Crowley, W.: A.M.A. Arch. Int. M. 95:653, 1955. 


Available as Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 
® Conservative estimate based on the clinical use of Furapantin Tablets and Oral Suspension since 1953. 
Illustration through courtesy of Clay-Adams, Inc.. New York 


NITROFURANS—a unique class of antimicrobials—neither antibiotics nor sulfonamides 
EATON LABORATORIES, NORWICH, NEW YORK 
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RELA—a new myogesic for better 
relaxant and analgesic therapy— 
more adept management of 
spasm and pain in strains, 
sprains and low back pains. 


RELA—though a single drug—is a true 
myogesic and works rapidly 
to achieve three desired effects... 


Rela relaxes acute muscle spasm 
Relief of muscle spasm (96% excellent 
to good effectiveness)? 

Rela provides a unique quality of 
persistent pain relief through 
its relaxant and analgesic actions 

“Relief from pain was usually rapid 

and sometimes dramatic”! 


Rela, through relaxation and analgesia, 
assures daytime ease and nighttime rest 
“.. Anumber of patients reported 
freedom from insomnia which they 
attributed to freedom from pain.” ! 


indications: RELA is most beneficial in those 
conditions of the musculoskeletal system 
manifesting pain, stiffness and spasm. 

safety: Studies of more than 1400 patients 
indicate that the toxicity of RELA is exceptionally 
low. In human subjects, respiratory, 

blood pressure or blood chemistry changes 
and/or renal, hepatic or endocrine dysfunction 
have not been reported. 

dosage: The usual adult dosage of RELA is 

one tablet 3 times daily and at bedtime. 

RELA has a rapid onset of action, with relief 
usually apparent within 30 minutes, and 
persisting for at least 6 hours. 

supply: RELA is available as 350 mg., pink, 
coated tablets in bottles of 30. 


1. Kuge, T.: To be published. 4-227 
Sikes 
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in mixed vaginal infections 

against secondary invaders 
in trichomoniasis 

in postpartum care 

after vaginal surgery 
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Academy chapter meetings and postgraduate courses, as well 
as other medical meetings in which general practitioners will 
have an interest, appear here monthly. 


*Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximuy: hours 
listed when available. 


MARCH 


*15-17: Medical College of Georgia, course on obstetric 
complications in general practice, Medical College of 
Georgia, Augusta. (18 hrs.) 

*16-18: University of Pennsylvania, course on electro- 
encephalography, Graduate Hospital, Philadelphia. (18 
hrs.) 

*17-19: Tufts University, course on pediatrics, Boston, 
Mass. (12 hrs.) 

18-19: Pioneere Memorial Hospital and University of 
Oklahoma School of Medicine, postgraduate assembly, 
Pioneere Memorial Hospital, Brawley, Calif. 

*19: University of Minnesota, course on trauma, Minne- 
apolis. (7 hrs.) 

*19-27: Hahnemann Medical College and Hospital, post- 
graduate seminar, Intercontinental Hotel, San Juan, 
Puerto Rico. (14 hrs.) 

*21-23: New York University-Bellevue Medical Center, 
full-time refresher course in allergic conditions, New 
York City. (21 hrs.) 

*21-24: American Academy of General Practice, 12th 
Annual Scientific Assembly combined with the Annual 
Postgraduate Institute of Philadelphia County Medical 
Society, Convention Hall, Philadelphia. (14 hrs.) 

*21-25: University of Kansas, medical-surgical subspeciali- 
ties symposia, University of Kansas Medical Center, 
Kansas City, Kan. (35 hrs.) 

*23: Seton Hall College of Medicine and Dentistry, one- 
day postgraduate seminar on endocrine and liver 
dysfunctions, Elizabeth General Hospital, Elizabeth, 
N.J. (8 hrs.) 

*23-24: University of Buffalo, course on evaluation of the 
newer drugs, Buffalo, N.Y. (14 hrs.) 

*24-26: University of Oklahoma School of Medicine, course 
on adrenal steroids, University of Oklahoma Medical 
School Auditorium, Oklahoma City. (21 hrs.) 

*25, 27, 28, 29: American Academy of General Practice, 
Invitational Scientific Congress, Bermuda. 

*26: Seton Hail College of Medicine and Dentistry, one-day 
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seminar on anesthesiolgy, Cherry Hill Inn, Dover 
Township: N.J. (6 hrs.) 


*28-1: University of Minnesota, course on endocrinology, 


Minneapolis. (30 hrs.) 


*30-2: Canadian Medical Association, Section of General 


Practice, British Columbia Division, eighth annual 
scientific session, Harrison Hot Springs Hotel, Harrison, 
British Columbia. 


APRIL 


*2: Southeast Idaho chapter, one-day seminar, Bannock 
Hotel, Pocatello. (6 hrs.) 

*4-5: University of Oregon, anesthesiology postgraduate 
program, Portland. (15 hrs.) 

*4-6: University of Kansas, course on ophthalmology, 
University of Kansas Medical Center, Kansas City, 
Kan. (21 hrs.) 

*4-6: Minnesota chapter and Mayo Clinic, clinic reviews, 
Mayo Clinic, Rochester, Minn. (21 hrs.) 

*6: University of North Carolina, physician’s institute on 
alcoholism, Chapel Hill, N.C. (4 hrs.) 

*6-8: University of Kansas, course on otolaryngology, 
University of Kansas Medical Center, Kansas City, 
Kan. (21 hrs.) 

*6-9: University of Mississippi and Mississippi Heart 
Association, cardiovascular seminar, Jackson, Miss. (21 
hrs.) 

*7: University of Wisconsin, two and one-half-day course 
on pediatric endocrinology, Madison. (17% hrs.) 

*7-9: Tufts University, course on hematology, New England 
Center Hospital, Boston, Mass. (13 hrs.) 


(Continued on page 273) 


Annual AAGP Meetings 


Scientific Assembly 
Mar. 21-24, 1960: Convention Hall, Philadelphia 


Apr. 17-20, 1961: Miami Beach Auditorium, Miami Beach, Fla. 


Annual Symposium on Infectious Diseases 
Sep. 23, 1960: Battenfeld Auditorium, Kansas City, Kan. 
Sep. 15, 1961: Battenfeld Auditorium, Kansas City, Kan. 


Annual State Officers’ Conference 


Sep. 24-25, 1960: Hotel Muehlebach, Kansas City, Mo. 
Sep. 16-17, 1961: Hotel Muehlebach, Kansas City, Mo. 
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first in preference for relief from cough 


quiets the cough and calms the patient 


Expectorant Sedative 

Antihistaminic Topica! anesthetic 
PHENERGAN’ 

EXPECTORANT 
Promethazine Expectorant, Wyeth 

with Codeine Plain (without Codeine) Philadelphia 1, Pa. 


NEW NON-NARCOTIC FORMULA 


Pediatric PHEENERGAN EXPECTORANT 
with Dextromethorphan, Wyeth 


‘ 


PERSONALITIES in the Medical News 


James Watt, M.D. 
Focus on Aging 


IN VIEW of the recent flurry of activity regarding care 

of the aged, HEW Secretary Flemming has appointed 

Dr. James Watt, director of the National Heart Institute, 
as Special Assistant to the Secretary on Aging. Dr. Watt, 
who will continue as the institute’s director, has been with 
the USPHS since 1938. He was director of enteric disease 
research at Puerto Rico’s School of Tropical Medicine, 
and director, Commission on Enteric Diseases, 

Armed Forces Epidemiological Board. 


Harry Prystowsky, M.D. 
Outstanding Young Physician 


THE ONLY physician among the Junior Chamber of Com- 
merce’s “Ten Outstanding Young Men”’ is the youngest 
full professor of obstetrics-gynecology in the nation. 
Thirty-four-year-old Dr. Harry Prystowsky, 

University of Florida, is credited as the first physician 

to quantitatively demonstrate passage of oxygen from 
mother to unborn child and of carbon dioxide from unborn 
child to mother. He was also first to obtain blood samples 
from the maternal placental vessel prior to childbirth. 


Maj. Gen. Paul R. Hawley 
Retirement 


AFTER completing 11 years as director of the American 
College of Surgeons, Maj. Gen. Paul Hawley will retire 
July 31, 1961. An old-time Army officer, General Hawley 
was chief surgeon of the European Theater of Operations 
in World War II. When he retired from the service in 1946, 
he became the first chief medical director of the VA. After 
a year and a half, he resigned and accepted the position 

of chief executive officer of the Blue Cross 

and Blue Shield commissions. 
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newest advance in iron therapy 


IRON 
PRODUCES 


CONSISTENT 
HEMOGLOBIN 
RESPONSE 


PATIENTS ON SIMRON REPORT NO GASTRIC UPSET, 
NO BLACK STOOLS, NO CONSTIPATION OR DIARRHEA 


Simron is iron (ferrous gluconate) in a dramatically different agent* which facilitates iron absorption. 
Eliminates cause of iron intolerance: Simron increases iron absorption in the G.1. tract. That’s why it 
cancels the need for “‘iron overload.’’ The greater absorption of usable iron virtually eliminates nausea, 
G.I. upset, or black stools. In a series of 40 Simron-treated patients,! only one reported side effects. 
Patients who ‘“‘can’t take iron’’— now can: Simron is preferred wherever iron is indicated. Especially 
useful in patients who can’t tolerate other iron therapies—for example, gravida, duodenal ulcer, colitis 
—where gastric upset is discomforting and black stools may mask a serious condition. 

Prescribe one capsule t.i.d. between meals. In bottles of 100 soft, gelatin capsules, containing 10 mg. 
ferrous gluconate and Sacagen. *Sacagen—special absorption agent. 


SI Vi 0) hy ©. 


1. Ausman, D. C.: J. Am. 
Geriatric Soc. 7:268, 1959. 


THE WM. S. MERRELL COMPANY 
New York ¢ Cincinnati ¢ St. Thomas, Ontario 
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McNEIL LABORATORIES, INC. 
Philadelphia 32, Pa. 


When colds, “flu,” sore throats 


bring fever, aches, pains— 
you can prescribe comfort with 


Acetaminophen 
for “effective antipyretic and analgesic responses’”’ 
with “remarkable freedom from toxicity.’” 
Children like Tylenol—and parents are reassured when they see the 
prompt relief it brings. Tylenol is often prescribed with the anti- 
biotics for this reason. 


SUGGESTED DOSAGE: AT 4 TO 6 HOUR INTERVALS— 
under 1 year, 60 mg.; 1-3 years, 60-120 mg.; 3-6 years, 120 mg.; over 6 years, 240 mg. 


2 dosage forms: 

TYLENOL ELIXIR 

120 mg. (2 gr.) per 5 cc.; 4 and 12 fl. oz. bottles. 

TYLENOL DROPS 

60 mg. (1 gr.) per 0.6 cc.; 15 cc. bottles with calibrated droppers. 


1. Cornely, D. A., and Ritter, J. A.: N-acetyl-p-aminophenol Elixir Pediatric Antipyretic-Analgesi 
J.A.M.A. 160:1219 (Apr. 7) 1956. (Tylenol ) asa 


2. Mintz, A. A.: Management of the Febrile Child, J. Ky. Acad. Gen. Pract. 5:26 (Jan.) 1959. 


in eight years Novahistine hasn’t cured a single cold—but it has brought 
prompt relief of symptoms to almost 8,000,000 patients* 


With the introduction of Novahistine, a better and safer way to relieve symptoms of a cold became 
available to physicians. The synergistic action of the Novahistine formula...combining an orally- 
effective vasoconstrictor with an antihistamine... promptly clears the air passages and checks irri- 
tant nasal secretions. NOVAHISTINE can eliminate the problem of rebound congestion and damage 
to nasal mucosa in patients who misuse topical applications. « For long-lasting ‘‘Novahistine Effect’’ 
prescribe Novahistine LP Tablets...which begin releasing medication as promptly as conventional 
tablets but continue bringing relief for 8 to 12 hours. Two Novahistine LP Tablets in the morning and 
two in the evening will effectively control the average patient's discomfort from a cold. Each tablet 
contains phenylephrine HCI, 20 mg., and chlorprophenpyridamine maleate, 4 mg. 

*Based on National Prescription Audits of new Novahistine prescriptions since 1952. 


wa PITMAN-MOORE COMPANY Division of Allied Laboratories, inc. « Indianapolis 6, indiana 


Novahistine | Pp’ 


LONG-ACTING 
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in your first instructions for the newborn... 
as basic as the bath... VI-SOL” VITAMIN DROPS 


Baby’s bath —basic to help guard against infections. Vi-Sol drops—basic 

to help guard against vitamin deficiencies from the very first visit. Why Vi-Sol drops? Because 
they are quality formulations of acknowledged potency, safety and acceptability, in line with the 
Mead Johnson tradition of product leadership in infant nutrition. Products of choice in 
premature centers—dynamic retail product movement provides added assurance of freshness, 
readily accepted by mother and baby alike—three authoritative formulations to meet individual 
nutritional needs...these are but a few of the outstanding features that have made Vi-Sol drops 
one of the most popular of all infant vitamin supplements. You 

select the formulation —3, 6 or 10 vitamins to suit individual needs: 

TRI-VI-SOL® drops—3 basic vitamins; 

POLY-VI-SOL® drops—6 essential vitamins; 

DECA-VI-SOL® drops—10 significant vitamins. 


\ Mead Johnson 


Symbol of service in medicine 


when diapers and drops are discarded... 
it’s time tochange to VI'SOL* CHEWABLE TABLETS 
or TEASPOON VITAMINS 


Vi-Sol chewable tablets and teaspoon vitamins, specifically formulated for the child over two, are the 
logical continuation of vitamin supplementation at the end of “baby” treatment. And the 

delicious taste will show in their smiles. 

DECA-VI-SOL,® 10 significant vitamins, POLY-VI-SOL,® 6 essential vitamins. 

Chewable tablets, with fruit-like flavors, dissolve easily in the mouth...no swallowing problem... 

no vitamin aftertaste or odor....Teaspoon vitamins, orange-flavored liquid vitamins 

that children take readily. 


\ Mead Johnson 


Symbol of service in medicine 
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A LEADER IN 
IMMUNOLOGIC 
AGENTS 


ANTIRABIES SERUM 
RABIES VACCINE 
BOTULISM ANTITOXIN 
CATARRHALIS VACCINES 
CHOLERA VACCINE 
DIPHTHERIA-TETANUS 
TOXOIDS 

GAS GANGRENE 
ANTITOXIN POLYVALENT 
INFLUENZA VIRUS 
VACCINE POLYVALENT 
MUMPS VACCINE 
PERTUSSIS VACCINE 
POLIOMYELITIS 
IMMUNE GLOBULIN 
ROCKY MOUNTAIN 
SPOTTED FEVER VACCINE 
SMALLPOX VACCINE, 
AVIANIZED* CHICK 
EMBRYO ORIGIN 
STAPHYLOCOCCUS TOXOID 
TETANUS ANTITOXIN 
TETANUS-GAS 
GANGRENE ANTITOXIN 
TETANUS TOXOIDS 


TRI-IMMUNOL* 


Diphtheria-Tetanus Toxoids 
and Pertussis Vaccine 


TYPHOID-PARATYPHOID 
VACCINE 


TYPHUS VACCINE 
POLLIGENS® 


(Eastern and Western) 
Pollen Antigens 


MIXED GRASSES & 
COMBINED RAGWEED 
Pollen Antigens 
ALLERGENIC PROTEIN 
EXTRACT ust (House) 
*Trademark 


LEDERLE LABORATORIES 
A Division of 


AMERICAN CYANAMID COMPANY 
Pearl River, New York QQ 
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The nightmare of hypoglycemia 


It can happen, almost without warning, to many diabetics on insulin. One moment, the 
patient appears normal; the next, he goes into a state of hypoglycemia, perhaps even shock. 
For some it is a terrifying threat with which to live. 

But for many of these patients there is a rational alternative: oral management. On 
Orinase,* control is smoother, blood sugar levels are more steady — and the terror is dis- 
pelled. Some brittle diabetics are “stabilized” on combined Orinase-insulin therapy. 


For all your responsive patients on Orinase, there is the assurance of better control and 
easier patterns of living. “TRADEMARK, REG. U. S. PAT. OFF. —TOLBUTAMIDE, UPJOHN 


Upjohn 0 R| NASE 
KALAMAZOO, MICHIGAN 
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a refinement in rauwolfia alkaloid therapy 


brand of rescinnamine 
Jor better management _ 


a purified alkaloid of rauwolfia...lessens the useful alone for gradual, sustained lowering of blood 
frequency and/or severity of these reserpine pressure in mild to moderate labile hypertension ; 


useful as an adjunct to other antihypertensive agents, 


mental depression + bradycardia « sedation » weakness permitting their use in lower, better tolerated dosage 
* fatigue lassitude sleepiness * nightmares 
* gastrointestinal effects Professional information available on request 


PFIZER LABORATORIES Division, Chas. Pfizer & Co. Inc., Brooklyn 6 N.Y. Science for the world’s well-being™ 
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Acute conjunctivitis’ before treatment, showing engorged irregular superficial vessels 


NOW...the true solution 
fast anti-inflammatory 


and irritating steroid particles 


@ mg. for mg. the most active steroid topically—up to 40 times the potenc 
of hydrocortison2 


@ optimal not minimal steroid concentration in true solution for peak effective 
ness . . . maximal contact at the site of the lesion 


@ quick-acting broad aniimicrobial activity when infection threatens recove 


@ superior patient comfori—no stinging, no irritating particles, bland carri:2 
1. Gordon, D. M.: Scientific Exhibit, A-aerican Medical Association, Annual Meeting, San Francisco, 1958, 
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DEXAMETHASONE 21-PHOSPHATE—NEOMYCIN SULFATE 
TIONS: hanical, chemical th 1; active ingred 
rauma—mechan chem or thermal; : 
corneal, or uveal tract inflammation involv- Product Neomycin Supplied 
ng the anterior segment; allergy; blepharitis. tration | the disodium salt} Sulfate 
ne drop 4-6 times daily. NeoDECADRON : 
NeoDECADRON Ophthalmic Ointment (0.05%)— “Qphthalmic | 0.1% 1 mg fee 
Applied 3-4 times daily. Solution mg. neo- bottles 
In severe or sight-threatening conditions, the frequency my base) 
of administration may be increased. Systemic therapy DECADRON 
with DECADRON Tablets may be prescribed adjunctively. Phosphate 5 cc. (4 02.) 
2 Ophthalmic . 1 mg./ce. sterile dropper- 
PRECAUTION: Steroid therapy should never be employed in , bottles 
the presence of tuberculosis or herpes simplex. Solution 
Additional information is available to physicians on request. 5 mg./Gm. 
"Ophthalmic | 0. 0.5 mg/Gm. oquivalent toy 3.5 Gm. oz.) 


NeoDECADRON and DECADRON are trademarks of Merck & Co., INC. intment and 


MERCK SHARP & DOHME | 0.5 mg./Gm. 
Division of Merck & Co., Inc. » Philadelphia 1, Pa. intment 


4, days after treatment ACTUAL CLINICAL PHOTOGRAPHS : 
tive 3 
ve 
| 
3.5 Gm. (Y% 02.) 
tubes 


Before application of White's Vitamin A & D After application of White’s Vitamin A & D 
Ointment—Typical diaper rash with excoriation Ointment at every diaper change—Diaper rash 
of skin. has completely disappeared within one week. 


Heal and Prevent Diaper Rash with 


White’s Vitamin D Ointment 


Apply at Every Diaper Change 
HEALS * SOOTHES * PROTECTS 


also beneficial for— Pressure Sores, Varicose and Chronic Ulcers; Nipple 
Care (fissured nipple); Episiotomy and Circumcision Wounds; Eczema, 


Detergent Dermatitis; Minor Burns and Wounds and Skin Abrasions. 


Supplied in 1% and 4 oz. tubes; 1 Ib. “nursery” jars and 5 lb. “ward” containers, 


WHITE LABORATORIES, INC. KENILWORTH, NEW JERSEY 
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tense 
and 
Nervous 
patient 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 


meprobamate (Wallace) 


Wy WALLACE LABORATORIES / New Brunswick, N. J. 
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TIAN VIOLET 


BLETS 


the only 
ANTIMYCOTIC 
Bs, VAGINAL TABLET WITH 

FORMING BASE 


“GEN 


chloride ( gentian violet ) 


has generally” proved the most éffeetive and specific agent for the 
treatment of Vaginal candidiasig:caused by the fungus Candida. 


~~ Hyva Gentian Violet Tablets virtually eliminate the principal dis- 
advantages of present gentian violet preparations. They may be 
handled anduused without staining and have 

psydhological and aesthetic acceptance. 


Hyva combines the tungicidad Action of gentian violet (1.0 mgm.) 
with three active surtied ‘teducing agents and bactericides. * 
These active ingrediénts have been incorporated into a mildly 
eeecvencet ‘gel’ forming base which provides for maximum and 
“prolonged effectiveness. Shorter treatment time is required 
without the sual messiness normally experienced. 


One tablet intravaginally for 12 nights. When necessary one 
tablet twice daily may be recommended. Patient should take a 
Nylmerate Solution water douche on arising and 

preceding next tablet application. 


Prescribe Hyva Gentian Violet 
Tablets with applicator—boxes of 12 tablets. 


*Alkyldimethylbenzylammonium chloride 
(0.5 mgm.) 
Polyoxyethylenenonylphenol (10.0 mgm.) 
Polyethlene Glycol Tert-Dodecylthioether 
(5.0 mgm.) 


HOLLAND-RANTOS CoO., INC. 
145 HUDSON STREET -: NEW YORK 13, N.Y. 
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the complaint: 


the diagnosis: any of several nonspecific and functional 
gastrointestinal disorders requiring relief of symptoms 
by sedative-antispasmodic action with concomitant 
digestive enzyme therapy. 


the prescription: a new formulation incorporated in 
an enteric-coated tablet, providing the multiple actions 
of widely accepted Donnatal® and Entozyme.® 


the dosage: two tablets three times a day, or as in- 
dicated. 


“nervous indigestion’ 


in the gastric-soluble outer layer: 


Hyoscyamine sulfate................. 0.0518 mg. 
Atropine 0.0097 mg. 
Hyoscine hydrobromide............... 0.0033 mg. 
Phenobarbital (4% 8.1 mg. 
150 mg. 
in the enteric-coated core: 

Pancreatin, N. 300 mg. 
tenes 150 mg. 


antispasmodic *« sedative + digestant 


DONNAZYME 


A. H. ROBINS COMPANY, 


INCORPORATED - 


RICHMOND 20, VIRGINIA 


PABALATE 


- COMBINING MUTUALLY SYNERGISTIC NON-STEROID ANTIRHEUMATICS 
“superior to aspirin’ —‘‘. . . evidence seems to indicate that 
the concurrent administration of para-aminobenzoic and sali 
 cylic acid [as in Pabalate] produces a more uniformly sus- 
tained level for prolonged analgesia and, therefore, is superior 
to aspirin in the treatment of chronic rheumatic disetiers 


In each*yellow enteric-coated PABALATE tablet: 
Sodium 


In each light blue enteric-coated PABALATE-HC tablet: — 
Hydrocortisone ................ 


Potassium para-a 
Ascorbic acid 


 PABALATE:soDiUmM FREE | | 


4 


“*... which antacid? Rorer’s Maalox. Excellent results, 
no constipation plus a pleasant taste that patients like.” 


Maatox® an efficient antacid suspension of magnesium-aluminum hydroxide 
gel offered in bottles of 12 fluidounces. 


TaBLet Maatox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 


TaBLeT Maatox No. 2: 0.8 Gram, double strength (equivalent to two 
teaspoonfuls), Bottles of 50 and 250. 


Samples on request. 
H. Rorer, INc., Philadelphia 44, Pennsylvania 


: 
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gentle relaxant-sedative 


WITH TIMED-RELEASE ACTION 
FOR A FULL NIGHT’S SLEEP 


nebralin 


TIMED-RELEASE TABLET 


Might as well try to put a tiger to bed (and keep him there) as to get most 
patients to sleep naturally all night. For disturbed, interrupted sleep is the 
most common sleep problem in routine practice. NEBRALIN — a timed-release 

tablet — encourages muscular relaxation and sustained, relaxed sleep. The 
combination of mephenesin and Dorsital* in NEBRALIN not only relaxes skeletal 
muscles, overcomes “fatigue-tension” and conditions the body for sleep, but also 
induces sound, relaxed sleep by gentle CNS sedation. Mephenesin is capable of 


producing sleep,’ and when combined with a barbiturate enhances barbiturate 


action.?* Moreover, the integrated action of the two components permits smaller 
dosage of each.‘ Thus, NEBRALIN—a gentle relaxant-sedative—avoids morning 
hangover, and carries your patients through the middle of the night, 
especially those patients who complain about waking up at 2 A.M. 


1. Schlesinger, E. B.: Tr. New York Acad. Sc. 2:6 (Nov.) 1948. 2. Richards, 
R. K., and Taylor, J. D.: Anesthesiology 17:414, 1956. 3. Shideman, F. E.: 
Postgrad. Med. 24:207, 1958. 4. Berger, F.: Pharmacol. Rev. 1:243, 1949. 


Each Nebralin timed-release tablet contains: Dorsital*, 90 mg.; 
Mephenesin, 425 mg. Dosage: One or two tablets % hour before retiring. 
Supplied: Bottles of 50 Nebralin timed-release Tablets. 

* Dorsey brand of pentobarbital. 


SMITH-DORSEY - a division of The Wander Company + Lincoln, Nebraska 
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The first synthetic penicillin 
available 
for general clinical use 


FOR YOUR NEXT PATIENT WHERE PENICILLIN IS INDICATE § 


PEAK BLOOD - ORAL ROUTE PROVIDES IMPROVED 

LEVELS TWICE AS HIGHER PEAK ANTIBIOTIC 

HIGH AS WITH BLOOD LEVELS THAN ACTION FROM 
POTASSIUM INTRAMUSCULAR ISOMERIC 
PENICILLIN V PENICILLIN G COMPLEMENTARITY 


By. 
F 
| 
| 
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ANTIBIOTIC 
ACTIVITY 
DIRECTLY 
PROPORTIONAL 
TO ORAL DOSE 


« REDUCED 


OF 
INACTIVATION 
BY STAPH 


PENICILLINASE- 


MANY STAPH 


STRAINS MORE 


SENSITIVE TO 


SYNCILLIN 


IN VITRO 


BRISTOL 
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CONSIDER THESE 6 IMPORTANT THERAPEUTIC ATTRIBUTES OF 


POTASSIUM PENICILLIN-152° 
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FOR HIGHLY EFFECTIVE THERAPY 
OF THE LARGE VARIETY OF INFECTIONS 
CAUSED BY SUSCEPTIBLE PATHOGENS...NEW 


Significance of 


complementary 
action of isomers 


in SYNCILLIN 


Significance of 


higher blood 
levels with 
SYNCILLIN 


Efficacy of 


SYNCILLIN 
against staphylococci 
and other 

resistant organisms 


250 ma. 


major therapeutic advantages accompany 


The antibiotic effect of the clinically available mix- 
ture, SYNCILLIN, is greater than that of either of its 
two component isomers alone against many im- 
portant pathogens, including some penicillin- 
resistant staphylococci. This phenomenon has been 
described as /someric Complementarity. 


Higher blood levels may be of value with organ- 
isms of only moderate penicillin sensitivity where 
doubling the blood concentration may be essential 
for effective bactericidal action. In addition, these 
higher levels may be necessary where there is 
infection in areas with a poor blood supply. 
Under these circumstances a higher blood concen- 
tration may provide the increased diffusion pres- 
sure required to deliver adequate amounts to the 
tissue. Also, antibiotic activity of SYNCILLIN is 
directly proportional to oral dosage. Increasing 
the dosage may, therefore, enhance the drug’s 


‘effectiveness in certain cases. 


Studies have shown that SYNCILLIN is effective in 
vitro against 60 to 75% of hospital “staph” 
strains, while penicillin G and penicillin V are now 
effective against only 30 to 50%.':? Therefore, if 
clinical judgment indicates the use of penicillin, 
SYNCILLIN would be expected to be the most effec- 
tive. However, since some strains are still resistant 
to SYNCILLIN as well as to the other penicillins, 
cultures and sensitivity tests should be performed 
where indicated by clinical judgment. 


There have recently been reports of decreased 
efficacy of penicillin in streptocogeal* and gono- 
coccal*:® infections. The emergence of penicillin- 
resistant gonococci appears to be associated with 
an increase in the incidence of gonorrhea all 
over the world. When a less sensitive strain is 
encountered the higher blood levels produced by 
SYNCILLIN may be most helpful. 
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Relation of 


intermittent 

blood levels 
tSYNCILLIN 
antibacterial 
efficacy 


reduced rate of 


inactivation 

SYNCILLIN 
by staph 
penicillinase 


SYNCILLIN, like all clinically available penicillins, 
is bactericidal. Periodic high blood concentrations 
may be sufficient to permit complete eradication of 
sensitive pathogens. According to Eagle, “Soon 
after penicillin attains effective concentrations, the 
bacteria cease multiplying; and the bacteriostatic 
effect persists for a number of hours after penicil- 
lin has fallen to concentrations that are wholly 
ineffective. . .. The therapeutic significance of this 
postpenicillin recovery period is enhanced by the 
fact that the recovering bacteria, damaged but not 
killed by the previous exposure to penicillin, are 
abnormally susceptible to the host defenses. In 
consequence, the bactericidal process in vivo con- 
tinues for many hours after the drug itself has 
fallen to ineffective concentrations.” 


Bacterial resistance to penicillin has been attrib- 
uted to the action of penicillin-inactivating enzymes 
produced by the invading organisms. SYNCILLIN 
is less affected by staphylococcal penicillinase 
than either of its component isomers. Further, 
SYNCILLIN is shown to be less inactivated by this 
enzyme than penicillin V or penicillin G. 
Penicillinase from B. cereus likewise inactivates 
SYNCILLIN less rapidly than penicillin V or G. 


Indications: SYNCILLIN is recommended in the treatment of 
infections caused by pneumococci, streptococci, gonococci, cory- 
nebacteria, and penicillin-sensitive staphylococci. In addition, 
SYNCILLIN is effective against certain strains of staphylococci 
resistant to other penicillins. SYNUILLIN, like other oral penicil- 
lins, is not recommended at the present time in deep-seated or 
chronic infections, subacute bacterial endocarditis, meningitis, 
or syphilis. 

Dosage: 125 mg. or 250 mg. three times daily, depending on the 
severity of infection. Larger doses (e.g., 500 mg. t.i.d.) may be 
used for more severe infections. SYNCILLIN may be administered 
without regard to meals. Beta hemolytic strept ] infections 
should be treated with SYNCILLIN for at least ten days. 


Precautions: At the present time it 
is not possible to draw definite 
conclusions regarding the incidence of 
allergenicity to SYNCILLIN or its 
cross-allergenicity with natural 
penicillins. Therefore, the usual 
precautions for oral penicillin therapy 
should always be observed. Patients 
with histories of asthma, hay fever, 
urticaria, or previous reactions to 
penicillin should be watched with 
special care. Administration of oral 
penicillin, in rare instances, may 
provoke acute anaphylaxis, 
particularly in penicillin-sensitive 
individuals. 

Diarrhea has been reported 
occasionally following heavy dosage. 
If this occurs, lengthen the interval 
between dosages. 

If superinfection occurs during 
therapy, appropriate measures should 
be taken. Since some strains of staphy- 
lococci are resistant to SYNCILLIN 

as well as to other penicillins, cultures 
and sensitivity tests should be 
performed where indicated by clinical 
judgment. As is true with all 
antibiotics, clinical response does not 
always correlate with laboratory 
bacterial sensitivity reports. 


Supply : 125 and 250 mg. tablets, 
bottles of 25 and 100. 125 mg. powder 
for oral solution, 60 ml. vials. 


References: 1. Wright, W. W.: 
Microbiology Report to Bristol 
Laboratories Inc. 2. Morigi, E. M. E.; 
Wheatley, W. B., and Albright, H. : 
Paper p d at the S h Antibiotic 
Symposium, N ber 4-6, 1959, 
Washington, D.C. 3. Editorial : New 
England J. Med. 261 :305 (Aug. 6) 1959. 
4. King, A.: Lancet 1 :651 (March 29) 
1958. 5. Epstein, E.: J.A.M.A. 1691055 
(March 7) 1959. 6. Eagle, H. and 
Musselman, A. D.: J. Bact. 58 :475, 1949, 


BRISTOL LABORATORIES, Division of Bristol-Myers Company, SYRACUSE, NEW YORK 
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sublingual \_/ergotamine tartrate ‘ables 
@ faster than any oral tablet—faster than the 
time needed to obtain, prepare and give an 
injection, and get an effect. Tablets dissolve 
under the tongue within 30 seconds, effects 
start with the speed of circulation time, relief 
in the 90 per cent range is established within 
10 to 15 minutes. 


graine 


STOPS THE ATTACK WITH 
“PARENTERAL” SPEED AND 
SUBLINGUAL CONVENIENCE 


@ the tiny sublingual tablets can be placed 
under the tongue any time, anywhere—no 
need for water, privacy, or sterile precautions. 


Supplied: Ergomar Sublingual Tablets,* 2 mg. ergot- 
amine tartrate per tablet, in specially designed dis- 
penser package of 12 tablets. For patient economy 
and convenience, we suggest prescribing 12 tablets. 

tbrand of specially p 


tartrate, patent pending 


KEEPS MORE PATIENTS HEADACHE-FREE MORE EFFECTIVELY 


{NY NORDSON PHARMACEUTICAL LABORATORIES, INC. * Irvington, New Jersey 
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Recent evidence confirms the unusual 
effectiveness of DIABINESE when 

given in low milligram doses (100-500 mg.) 
just once daily. Moreover, in properly 
regulated dosage, DIABINESE is free from 
significant incidence of serious side effects. 
Your patients will appreciate the 


economy possible (savings up to 50%) when 
DIABINESE is the oral therapy selected. 


the oral antidiabetic most likely to succeed 


ONS 


economical once-a-day dosage 


Science for the world's well-being™ 


i 

brand of chlorpropamide 


on the effectiveness of DIABINESE 


“On the above evidence chlorpropamide [DIABINESE] is the 
most effective sulphonyl urea at present available. It has a 
greater range of activity than tolbutamide, and so far we have 
not detected any case which is resistant to chlorpropamide 
and responsive to tolbutamide.” 


Jackson, D., and Oakley, W.: Lancet 2:752, 1959. 


on the economy of DIABINESE 

“This drug was more potent, and smaller dosages could be 
used. This increases the ease of administration as well as 
reduces the economic factors involved.” 


Knox, L. J., and Doenges, J. P.: Am. J. M. Sc. 238:427, 1959. 


to replace or reduce insulin dosage 
to realize the full potential of oral therapy 
to ensure control where diet alone has failed 


the oral antidiabetic most likely to succeed 


brand of chlorpropamide 


= 


economical once-a-day dosage 
available as 100 mg. and 250 mg. scored tablets 


Science for the world’s well-being™ 


For complete information write to the Medical Department, PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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asthmatic...but symptom-free Prophylactic use 
of Tedral helps your bronchial asthma patients breathe normally —live 
actively — avoid the fear and embarrassment of disabling attacks. 1 or 2 
Tedral tablets q.4.h. provide up to 4 hours’ freedom from congestion and 
constriction. Or therapeutically, when stress brings symptomatic flare-ups, 
prescribe 1 Tedral tablet at the first sign of attack.. 


TEDRAL 


the dependable antiasthmatic Monae 0.4 


‘ 

TE-MSO2 


Goumadin is the 
original and only 


warfarin sodium 
responsible for 
establishing this 
drug as “the best 
anticoagulant 


available today* 


(over 50 published 
papers since 1953) 


GOUMADIN 


Of INTRAMUSCULAR USE SODIUM 


IN MYOCARDIAL INFARCTION AND 
OTHER THROMBOEMBOLIC DISORDERS 


f SUPPLIED: Oral—scored tablets, 2 mg., 5 mg., 72 mg., 
10 mg., 25 mg. Parenteral —single injection units, consisting of 
one vial, 75 mg., and one 3-cc. ampul Water for Injection. 


COUMADIN (warfarin) Sodium is factured under license from the 
Wisconsin Alumni R h Foundation...clinically established by Endo. 


Complete Information and Reprints on Request 
ar ENDO LABORATORIES 
Richmond Hill 18, New York 


— 
as g term therapy of coronary lerosis, Angiclogy 10:126, Apr., 1959. 
+3. Vestolo, F., and Frugh, A: gulats for occlusive cerebrovascular 
1958. 9, Yarrow, M. W.; Baer, S.) Kravitz, C., and Mork 
105-1381, Nov. 16, 1957. 12. Shapiro, om Sie Intram odmin- 
morin), Angiology 8:456, Oct., 1957. 14. Kerrin, H. F.; Guidot, J., and Wilhelm, 
Nicholson, J. H., and Leavitt, T., Jr: Coumadin (warfarin) Sodium: A new 
antice Nev Med. 255.491, Sept. 13, 1956. 17. Clotonoft, 
1986. 2 Clotanoft, D. V.; Triggs, 
Other published literature referring Ende's COUMADI 
the thrombelastogram, Circu Sumi. 19: W. F., Jr 
“Wright: S. ond Foley, Presen® statis treatment of 
cerebral vascular lesions, Nov) co, Say, 1958, p. 587. 33. Barker, 
“Tree of peripheral or disease Dis. “339 ‘ 
rome Anticoagulants in myocary oF satare 
10. 57. 42, Ware, A. G., and Stragr 160 
“of some commonly occurring pitfalls 
“1957. 43. Briner, D. H.: A study of 235 cosesof yo | 
coronary ortery disease, Am. J. Chron. Dis, 4:40 
E.: The early m tof myocardial infarc 
1956, p. 469. 48. Wright, |. S.: Present stotus 
_-Principl nticoagul ‘therapy and their WILL, YORE 


PRONEMIA minimizes the chance of inad- 
equate or irregular hemoglobin response due 
to forgotten or “skipped” doses. . . or inter- 


Each capsule contains: 
Vitamin Biz with AUTRINIC® 


Intrinsic Factor Concentrate 
2 U.S.P. Oral Units 


ruption of therapy because of intolerance. Ferrous Fumarate ............350 mg. 

Iron (as Fumarate)............115 mg. 
Fulfills patient preference for a comfortable, Ascorbic Acid (C)............. 150 mg. 
easily remembered, anti-anemia regimen. Folic Acid ........ Peeeeeeeeees 2 mg. 


Also available in adapted formulas as 
FALVIN® Hematinic (2-a-day) and 
PERIHEMIN® Hematinic (3-a-day). 


Provides a full daily dosage of improved iron, 
ferrous fumarate, in a single capsule —ex- 
cellently tolerated and remarkably efficient. 


only one-capsule-a- day 


Hematinic Lederie 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York QD 
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NATIONWIDE 
CLINICAL REPORTS ~ 


CONTINUE TO CONFIRM 
THE EFFICACY OF 


Milpath 


®Miltown anticholinergic 


for unsurpassed control of G.I. 
pain, spasm, anxiety and tension 


indications 
now two forms for adjustable dosage duodenal and gastric ulcer 


colitis 
Milpath-400— Each yellow, scored tablet contains 
meprobamate 400 mg. and tridihexethy! chloride 25 mg. spastic and irritable colon 


(formerly supplied as the iodide). Bottle of 50. gastric hypermotility 
DOSAGE-1 tablet t.i.d. at mealtime and 2 at bedtime. gastritis 
esophageal spasm 


Milpath-200—Each yellow, coated tablet contains : 
meprobamate 200 mg. and tridihexethy! chloride 25 mg. intestinal colic 
Bottle of 50. functional diarrhea 


-DOSAGE-—1 or 2 tablets t.i.d. at mealtime and 2 at bedtime. G.I. symptoms of anxiety states 
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Clinical Evaluation of Milpath 


G.I. Disorders 
Reported by 61 Physicians in 19 States 


|. Transient Visual 

. of Marked Slight Percentage of Drowsi- Dry Disturb- Allergic 
DIAGNOSIS Cases | Improvement | Improvement | None Effectiveness ness Mouth ances Reaction None 

ULCER, DUODENAL 48 45 2 1 97.9% 6 1 1 - 41* 

ULCER, GASTRIC 2 | 14 6 |1 | 952% | 2] 1 - | - | 


GASTRITIS 
(acute, chronic) 
hypertrophic, 

alcoholic) 


CHOLECYSTITIS 
(acute, chronic) 


PSYCHOPHYSIOLOGIC 
GASTRIC REACTION 
(Gastritis Nervosa, 
Nervous Stomach, 
Hypermotility, 


Hyperacidity, 
Climacteric) 49 34 13 2 95.9% 5 3 — ~ 41 


ANXIETY STATES 
WITH G.I. 
DISTURBANCE 


TOTALS 


PER CENT 


DOSAGE = One tablet t.id. at mealtime and 2 at bedtime. 
CONCLUSIONS - The great predictability of effectiveness and the low incidence of side effects make Milpath of great 
value in the treatment of gastrointestinal diseases, whether organic or psychophysiologic in nature. 


*In one patient, two side effects were reported. 


® 
& WALLACE LABORATORIES New Brunswick, N. J. 


EFFECTIVENESS SIDE EFFECTS 

BILIARY 

- DYSKINESIA 2 

— 

i 

S| 75% 19% 6% 94.0% 11% 3% 9% 9% 84% \ 
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Delenar 


for the first time... 
total corticoid-relaxant- 
analgesic therapy 


Now you can resolve musculoskeletal inflammation 
rapidly with the newest steroid . . . relax the attendant 
spasm with a proved muscle relaxant . . . and relieve 
the pain with a safe, inherently buffered analgesic... 
to keep the rheumatic man in motion e With new 
DELENAR you can resolve a broad range of rheu- 
matic complaints. You can maintain the man in mo- 
tion safely with the lower steroid dosage of DELENAR, 
in rheumatoid arthritis—traumatic arthritis—low-back 
complaints—fibrositis—chronic fibromyositis—rheuma- 
toid spondylitis —tendinitis—and early osteoarthritis. 
formula therapeutic actions 

Dexamethasone* 0.15 mg. Newest Steroid for Anti-inflammatory Action 


Orphenadrine HCl 15mg. Proved Muscle Relaxant, Helps Restore Motion 
Aluminum Aspirin 375 mg. Fast Analgesic Relief of Motion-Stopping Pain 
Dosage: Two tablets q.i.d.; after improvement is obtained, gradually reduce 
dosage, and discontinue where possible. Packaging: DeLENar Tablets, 
bottles of 100 and 1,000. Precautions and Contraindications: Because 
DELENAR Tablets contain dexamethasone, the precautions observed with this 
corticoid apply to their use. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY S V4 
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tablets deanol acetamidobenzoate 
Improves night-time restoration and day-time performance 


® Gradually prepares patient to awaken better rested and 
more alert 
... permits sounder sleep 


® Increases daytime energy 


® Counteracts mild depression 
...acts to stabilize emotionally disturbed patients with 
or without concomitant disease 


@ Useful in treating children with learning defects and behavior 
problems...lengthens attention span 


@ Unlike monvamine inhibitors. It is not necessary to monitor 
Deaner’s administration with repeated laboratory 
tests...Deaner may be given with safety to patients with 
previous or current liver disease, kidney disease or 
infectious diseases. 

‘Deanee’ is supplied in 


In Mild Depression 


scored tablets containing 25 mg. of 
| as the p-acetamidobenzoic acid salt. 


chronic fatigue and many other emotional and behavioral problems “ 
Colifornia 


Literature, file card and bibliography on request 
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hat 5-fold absorption really means... 


Appetite... 
Growth with 


| LLovo BROTHERS, INC. 


CINCINNATI 3, OHIO 


Cynal, the new modern approach to vitamin Biz therapy, results in a better 
patient response through L.B.12, a unique aid to vitamin Biz absorption. 
L. B.12 is vitamin Biz adsorbed on a special resin vehicle providing more 
than 5-fold the usual oral absorption of vitamin Bi2.' Cynal therapy aids in 
stimulating appetite, increasing food intake and helps insure healthy 
growth. 

A single dose of Cynal provides not only generous amounts of vitamin 
Biz but also vitamins B: and Be as valuable adjuncts to absorption? and 
body metabolism. 
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5-fold ORAL vitamin Biz absorption...plus tasty “Cherro-Chew” 
tablets which dissolve on the tongue or are easily crushed on a spoon 


Cynal is prepared in “Cherro-Chew” tablets for easy and pleasant 
administration. Soft, tasty cherry-flavored tablets can be dissolved 
on the tongue, chewed or swallowed whole. For liquid administra- 
tion, crushed Cynal tablets dissolve readily in water. 


EACH SOFT TABLET CONTAINS: 

Thiamine mononitrate (vitamin Bi)... . . . . 10mg. 
Vitamin Biz (as L. B. 12*) 25 mcg. 
Pyridoxine hydrochloride (vitamin Bs) . . . . . . Smeg. 
*Lloyd's absorption-enhancing complex of vitamin B;2 (B;2 from Cobalamin Concentrate). 
DOSE: One tablet per day. 


SUPPLIED: Bottles of 50 tasty Cherro-Chew tablets. 


REFERENCES : 
1. Chow, B. F.: Gerontologia 2:213-221, 1958. 
2. Chow, B. F., et al.: Am. J. Clin. Nutrition 6:386, 1958. 


| LLovo BROTHERS, INC. | CINCINNATI 3, OHIO 
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decisive 
therapy 
delicate 
matter 


VAGINAL 


ide-spectrum microbicide 

ititrichomonal + antibacterial antimondial | 
provides potent microbicidal aétion vaginal 
ind cervieal infections, including trichomoniasis 
and nonspecific vaginitis 
Effective—Cured or markedly within 
weeks—86 per cent of 250 patients with various types 
of vaginal infections.'~+ 
Broad Spectrum — Pathogens imeluded Trichomonas 
aginalis, Candida albicans and Hemephilus vagina- 
‘is, as well as other gram-negative and gram-positive 
organisms,!-4 
Demonstrated Safety— No adverse reaetions were ob- 
served during therapy. Neither pregnant women nor 
infants delivered during the course of therapy showed 
any signs of untoward effects.* 
Nonstaining, odorless Triburon Vaginal C . is also 
suited for use during pregnancy, menstruation, for 
senile vaginitis with conjunctive therapy, for pre- 
operative, postoperative and postpartum prophylaxis, 
after cautérization, conization, irradiation. 


Composition : Triburon Vaginal Cream contains,0,2% con- 
centration of Triburon in a white, hydrophilie cream base, 


Dosage: One applicatorful should be introduced into the 
vagina every night for 2 weeks. If necessary, the course” 
of therapy may be repeated. 


Caution: Triburon is virtually nonsensitizing and non- 
irritating, but if evidence of sensitization occurs, use of 
the cream should be discontinued. 


Supplied: 3-oz tubes with 18 disposable applicators. 


References: 1. J. J. McDonough and N. Mulla, to be published. 2. Re- 
ports on file, Reehe Laboratories. 3. N. Mulla and J. J,. McDonough, 
inn. New York Acad. Se., 82:(Art. 1), 182, 1969 4. TB Savel, 
D. B. Gershenfeld, J. Finkel "and P. Drucker, ibid., p. 186. 


[ROCHE N,N’-dimethy!-1,6-hexanediamine bis(methochioride) 


BA) ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc + Nutley 10+N. J. 
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‘SINCE 1950... TEN YEARS OF GROWING CONFIDENCE 
_ IN THE EFFECTIVENESS AND SAFETY OF 


BENEMID. 


PROBENECID 


IN GOUT 


+08 great deal of justifiable 

e and nutierous reports —— 
eared... 
Should be offered rol mged 
| | uricosuric agent 


nus Aas bee 


patients vt 
ents who have gout 
therapy with safe 


Follow-Up on Probenecia 
Therapy, Arthr 
itis and Rheumatism 2:193, 


reaction....Patients tolerate the drug well."< 


Lockie, _L..M., and Talbott, J.: Does Your 
Patient Have Gout?, Scientific Exhibit, 


American Medical Association, New York City;—— 


June_3=7,_1957 


Proben 


/BENEM TN 
uricosuric agent, 


Treatment Should b 
for 


out therearter, ‘with 
On a 5 


Supply: 0.5 Gm. tablets, bottles of 100 and 1000. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


Qo) MERCK SHARP & DOHME, DiviSION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


BENEMIO 1S A TRAQEMARK OF MERCK & CO., INC. 
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So you've given her the news she’s been 
t y waiting to hear. And fixed her up with a new 
er e S regimen. What then, Doctor? That isn’t the 


d pram end of it, is it? m More often than not, your 


pregnant patient will be in need of added 
nN her nutritional support. This is when you might 


futur Q consider new Pramilets. Each Pramilets 
¢ Filmtab is rich in phosphorus-free calcium, 


iron, plus those other nutrients so important when the maternal 
nutritional reserves are to be taxed. m In prescribing Pramilets, 
you're not only giving the mother-to-be everything h il 
she needs ina prenatal supplement—you Te giving her S C 
the easiest dosage schedule imaginable, just oneaday 


inmany cases. Pramilets, pink and pretty, Pp : | ® 
in slim, graceful Table Bottles of 100. r all ets 


Comprehensive vitamin-mineral sup- 
port with just 1 Filmtab 2 daily. 


-~ 
ABBOTT 
Pramilets—Abbott’s Phosphorus-free Prenatal Supplement. 
Filmtab—Film-sealed Tablets, Abbott; U.S. Pat. No. 2,881,085. 
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When more than your personal assurance 


is required to relieve the emotional distress 
common to every illness, 

EQUANIL may confidently be prescribed 
to relax mind and muscle. | 
EQUANIL is the most widely used ataractic agent; 
its efficacy and extreme safety 

in the control of tension, anxiety and muscle spasm — 
are thoroughly documented 

in hundreds of published papers. 

The action of EQUANIL is specific. 
Side-effects are rare. 

Because it is rapidly metabolized, 
effects are not cumulative. 

Because it does not cloud consciousness, 


your patients remain alert and cooperative. 


Your request will bring you 
a descriptive brochure 
with extensive bibliography. 


Wyeth Laboratories 
A Century of Service to Medicine Philadelphia 1, Pa. 
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V-CILLIN K produces high levels of antibacterial activity 


Infections resolve rapidly with V-Cillin K. All patients absorb this oral penicillin and show 
therapeutic blood levels with recommended doses. The high levels of antibacterial activity 
achieved by V-Cillin K offer greater assurance of bactericidal concentration in the tissues— 


a more dependable response. 


Dosage: 125 or 250 mg. three times daily. Supplied as scored tablets of 125 and 250 mg. 


also available 
V-Cillin K, Pediatric: A taste treat for young patients. In bottles of 40 and 80 cc. Each 5-cc. 
teaspoonful provides 125 mg. of V-Cillin K. 


V-Cillin K® (penicillin V potassium, Lilly) 


ELI LILLY AND COMPANY INDIANAPOLIS 6, INDIANA, U.S.A, 
j 
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Higher Social Security Taxes 


IN JANUARY, the social security tax went up— 
again. Computed on the first $4,800 of earned in- 
come, a self-employed person now pays 41% per 
cent or $216 a year. This is the amount most 
physicians would pay if they were under the um- 
brella. 

For years GP has contended that the individual 
might come out ahead if he were allowed to invest 
the same amount of money without Uncle Sam’s 
assistance. Physicians can still do this, almost no 
one else can. 

People who should know tell us that it’s not too 
difficult to find investments that pay 6 per cent 
(many of the mutual funds have been known to 
do even better). Armed with this information, we 
asked a machine what would happen if a doctor 
invested $216 a year and let the interest earn 
interest. We considered the fact that most Acad- 
emy members don’t retire at 65. The average re- 
tirement age is 69—after working 40 years. 

Our trusty machine told us that at the end of 
40 years, this private, do-it-yourself retirement 
fund would contain $35,332.31. The doctor could 
then start to drain off the annual interest, with- 
out touching the principal, and have an income of 
$2,110.94 a year or $176.66 a month. He could 
still collect this amount even if he continued to 
work. Unless he were 72 years old, he couldn’t 
collect a social security dime if he earned more 
than $100 a month. 

Or, if he had already established an estate, via 
life insurance, etc., he could dip into the principal 
and come up with at least $300 a month for the 
next ten or 12 years. The maximum social security 
retirement income payment is $116 a month. 

Best of all, the program would be his, not some- 
thing dreamed up by short-haired old women and 
long-haired young men in Washington. If he 
wanted, he could put in more than $216 a year or 
vary the amount from year to year. He would 
also know, and this is important, that he’d prob- 
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Editorials 


ably get back every dollar he invested—and 
many, many more. Very few of the people who 
are destined to pay the maximum social security 
tax, year after year, will get a dollar-for-dollar 
return. Instead, part of the money they’ ve put in 
will go to someone else who is, in turn, destined to 
come out ahead. That’s the way the system works 
to “‘redistribute”’ income. 

Just in case some misguided soul doesn’t think 
that $216 a year is worth worrying about, let it be 
clear that periodic increases are already on the 
books. In fewer years than we care to anticipate, 
many people will see their social security tax 
show its heels to their income tax. Before long, the 
self-employed person will contribute $324 a year. 

We’re periodically confronted with state and 
county medical society surveys “‘proving’’ that 
doctors want to climb aboard the social security 
wagon. To anyone who has taken the time to 
analyze this program, these surveys simply prove 
that not many others have. Many of these doc- 
tors confuse social security and insurance and we 
can only urge these innocents to remember that 
the social security program guarantees no return, 
has no cash surrender value. Nor can it be molded 
to fit individual needs. It is possible for a partici- 
pant to pour in dollars and get pennies back. After 
all, what better way to “share the wealth’’? 


What’s in a Name? 


EACH MONTH a new group of drugs appears, each 
with a new name. Sometimes the same drug 
appears under several names. All this is confusing 
to the doctor, particularly now that many com- 
binations of drugs are being marketed, each with 
a different trade name. How does this all start? 

Actually each drug is a chemical entity and 
has a chemical formula, from which the chemical 
name can be derived. Unfortunately the chem- 
ical name of an organic compound is usually very 
long and almost impossible to remember. That 
is why shorter names are coined. 
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When the drug is first studied in the labora- 
tory, code numbers are used to identify it, such 
as A-C 6377 or B-L 4997, etc. This code number 
is used through the entire period of investigation, 
from animal experiments through the clinical 
trials, almost to the time the drug is ready for 
presentation to the Food and Drug Administra- 
tion. Two names for the drug are then proposed, 
one a generic name which is the official name 
and the other the manufacturer’s trade name. 
In developing the trade name, a short catchy 
name is sought. However, the name must not 
be the same as, or closely resemble one already 
in use. 

This is often a difficult problem. One manu- 
facturer used an IBM sorting machine to help 
choose names. Since government agencies con- 
sider the generic name as the official name of the 
drug, it must appear on the label and in adver- 
tising as well as the trade name. 

The generic name is particularly important 
when two or more companies market the same 
drug under different trade names. For instance, 
hydrochlorothiazide is the generic name of a 
potent oral diuretic. This drug is marketed by 
three different firms under three different trade 
names, Hydrodiuril, Esidrix and Oretic. Mepro- 
bamate is marketed under the trade names 
Equanil and Miltown. Dexamethasone, a rela- 
tively new corticosteroid used in the treatment 
of arthritis, is marketed by one company under 
the trade name of Decadron, and by another 
under the name of Gammacorten. It is only if 
the doctor reads the small print of the generic 
name in the advertisements that he is aware that 
these are the same drugs and not two different 
new corticosteroids. 

It is important, then, that when a new drug 
appears on the prescription market the doctor 
learn the generic name, so that he will not be 
confused when one company after another mar- 
kets the same drug, each under a different 
trade name. 
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Meaningful Conclusions 


For as long as the federal government continues 
to spend many millions of dollars on medical and 
health care programs, it’s only logical to expect 
that the Department of Health, Education and 
Welfare will want a continuing picture of the 
status quo. This means studies and surveys. 

We recently perused Section 9 of the govern- 
ment’s Health Manpower Source Book, an 80-page 
collection of charts, graphs and statistics on the 
supply, distribution and income brackets of 
physicians, dentists and nurses. It’s interesting— 
but also loaded. 

Every page dwells on a subtopic under the 
title’s general heading and, in addition, carries 


_a banner statement, one small fact gleaned from 


the adjacent mass of figures. The conclusion, if 
not the intent, is that many readers will not dig 
deep but will instead settle for a quick ingestion 
of what seem to be concise summaries. 

For example, page 16 shows the location of the 
81 medical schools and the four basic science 
schools. At the top of the page is this statement: 
“In nine states there is no medical school; in 13 
states there is no four-year school . . .” 

This is true but what does it really mean? It 
carries a strong implication that “something 
must be done” about these nine (or 13) states. 
It implies that every state must have a medical 
school. 

Not so, we contend. Of far more importance 
than even the number of medical schools is the 
number of trained medical graduates the nation 
can produce. Should Alaska, with fewer people 
than Wichita, Kan., have a medical school all 
its own? 

For that matter, do either Delaware or Rhode 
Island, each with at least 15 four-year schools 
within 500 miles, need a medical school? Both 
have more physicians, per 100,000 people, than 
Ohio with three medical schools and almost as 
many as Illinois with five. But to get these 
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figures and come up with meaningful conclu- 
sions, you have to go back six pages to a physi- 
cian-population ratio chart. Let’s do it. 

When the late Dr. Abraham Flexner wrote his 
famous report in 1906, the nation had 162 medi- 
cal schools and 158 doctors for every 100,000 
people. When Dr. Flexner termed many of the 
schools “diploma mills,’’ doors began to close and 
the physician-population ratio dropped to 125 
per 100,000 by 1929. Then it began to climb 
and is now in the neighborhood of 132 or 133— 
with 81 (about half as many) medical schools. 

So even the number of schools is not (as im- 
plied) an accurate measure of health care stand- 
ards. The only accurate gauge is the number of 
qualified graduates per 100,000 people and the 
importance of maintaining equitable distribution. 

Almost every day the Academy receives a 
flood of letters from patients, the people who 
would be most acutely aware of a real physician 
shortage. We do not recall having ever received 
a letter from someone who couldn’t find a doctor 
when one was needed. 

Ergo, we suggest that the Department of 
Health, Education and Welfare seek out facts 
but leave conclusions to the reader. 


Uncle Wilfred and Taxes 


UNCLE WILFRED’s cousin in Kansas is having a 
tough time with his state income tax return. Com- 
plicated instructions confuse him. He was doing 
nicely until he ran across the following: 


Deductions for Federal income tax to be prorated 
on the basis of Kansas adjusted gross to Kansas 
adjusted gross plus amounts contained in Federal 
adjusted gross but excluded from Kansas adjusted 
gross for the years for which the tax was paid. 


We can only suggest that Wilfred’s cousin 
move—preferably to a state that doesn’t levy 
an income tax. 
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How Would You Cook a Fish? 


Lao-Tzu, the Chinese philosopher, said, “Govern 
a great nation as you would cook a small fish; 
Treat large numbers of people with consideration 
for what they are, with respect for what they think 
they are, and with thecare they think they merit.” 

Lao-Tzu, of course, has long since departed, 
but large numbers of patients are being cooked 
hurriedly and impatiently, with no thought as 
to size or shape. They are being classified as to 
disease, personality or even purse. They are 
being treated with far less respect than we would 
wish ourselves to be treated in similar cases, and 
hardly anyone merits the hurried care these 
patients receive on many occasions. 

We must once again remind ourselves that as 
long as a group of people are content, they have 
no desire to change. It isonly when dissatisfaction 
appears, either spontaneously or through the 
result of insidious propaganda, that a clamor 
arises for change. If the public that uses medical 
services were content with the type of service 
it’s receiving, or were satisfied with the price it’s 
paying, then all the Forand-type bills would go 
begging. 

We must emphasize to the patient that all 
living costs have increased; that medical costs 
have increased—not because we physicians want 
them to, or because we are greedy (medical fees 
usually lag behind other raises), but because the 
cost of rendering medical service has steadily 
and relentlessly increased. These costs are evi- 
denced in rents, salaries and utilities, and any 
service which the patient utilizes and complains 
about also affects the physician. 

—EDWIN MATLIN, M.D. 
Mount Holly Springs, Pa. 
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Mechanism of Cough and Its Control 


ANDREW L. BANYAI, M.D. 
Chicago, Illinois 


Cough is due to many factors 

and its control depends on a knowledge 

of the cause in any particular case. 

Even so, the problem of treatment is difficult 
and is not solved merely by administration 
of a cough mixture. Cough can produce 
many undesirable side actions, and a patient 
may even die in a fit of strenuous coughing. 
On the other hand, there are instances 

where cough is helpful in bringing up 
material from the bronchi. 


ACUTE and chronic respiratory ailments consti- 
tute the largest group of diseases in the United 
States. The high incidence of associated cough is 
only too familiar to the medical profession. I be- 
lieve that the need for its prompt and adequate 
treatment is better appreciated if one considers 
possible adverse implications of cough. 


Adverse Implications of Cough 


1; Cough is not only an unpleasant and dis- 
turbing symptom which may interfere with the 
patient’s comfort during the day and with his 
sleep during the night, but also it is a well-known 
means of transmission of communicable respira- 
tory diseases. 

2. It may bring about droplet spread of infec- 
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tion from part of the lung to another, or from a 
lung to the opposite side. Retrograde and contra- 
lateral dispersion of iodized oil under the influ- 
ence of strenuous cough has been demonstrated 
experimentally. 

8. Mechanical stress and strain of cough may 
lead to undue fatigue, exhaustion and loss of 
appetite. 

4. During strenuous cough there is pronounced 
increase in the intra-abdominal pressure. The 
latter may result in vomiting, urinary incon- 
tinence and formation of hernia. Symptoms of 
previously latent hiatus hernia may become 
manifest. 

5. Sudden, sharp increase in the systemic blood 
pressure secondary to cough may be followed by 
subconjunctival hemorrhage and headache. Also, 
for the same reason, pulmonary hemorrhage or 
bleeding from an esophageal varix may occur. 

6. Undue stretching of the diseased parietal 
pleura, or traction on pleural adhesions during 
the inspiratory phase of cough, inevitably causes 
pain in the chest. Also, thoracic pain may be 
brought about by concomitant hypoxia of the 
intercostal muscles and the diaphragm. 

7. Sudden, uneven stresses exerted upon the 
bony thorax are responsible for single or multiple 
rib fractures, and rarely, for fracture of the 
sternum. 

8. Dyspnea during cough may be due to pro- 
longed expiratory phase of cough or to inadequate 
passage of oxygen through bronchi partially ob- 
structed by spasm, mucosal swelling, inflamma- 
tory exudate or compression by adjacent lung 
tissue. 

9. Excessive cough lowers the threshold of ir- 
ritability of vagal sensory nerve endings in the 
lung. Consequently, more cough is bound to be 
induced by trivial, previously subliminal irri- 
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tants. The observation that cough begets cough 
finds plausible explanation in this train of events. 

10. The fact that excessive cough is likely to 
elicit reflex bronchospasm has an important bear- 
ing on the management of cough. 

11. Spontaneous cough is an involuntary Val- 
salva maneuver. Organic damage may result from 
strenuous cough, particularly when it is pro- 
tracted. Such pathologic sequels include bronchi- 
ectasis, spontaneous pneumothorax, mediastinal 
emphysema, cervical herniation of the lung, and 
so-called hypertrophic emphysema. 

12. Tussive syncope is a serious complication 
of violent coughing paroxysms. Loss of conscious- 
ness lasts from a few seconds to two to three 
minutes. It may be associated with convulsive, 


Carbon dioxide inhalation has great value as an expectorant. 
For ambulatory patients, the author recommends rebreathing 
into a grocer’s 4-lb. paper bag. The patient must be taught, 
by demonstration, how to use the bag for rebreathing. 
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epileptiform movements of the arms and legs. 
Some patients may have an abortive form of 
cough syncope, characterized by dizziness, brief 
periods of confusion and paresthesias in the 
hands, feet, trunk and head. 

13. Strenuous cough imposes a momentary but 
significant strain on the right ventricle of the 
heart. Normal pulmonary capillary pressure is 
13 cm. of water or less. It has been shown that an 
increase in the pressure by 6.5 cm. of water is suf- 
ficient to decrease pulmonary blood circulation 
and force extra work on the right ventricle. Dur- 
ing severe cough the air pressure in the lung may 
rise to as high as 270 cm. of water over and 
above atmospheric pressure. 

14. A patient may die during an excessively 
strenuous coughing spell. Death is due to cardiac 
tamponade by the extremely high positive pres- 
sure in the chest, with consequent pronounced 
decrease in cardiac output, drop in the systemic 
blood pressure and insufficient blood flow in the 
coronary arteries. 

As a fitting corollary to this relevant array of 
complications, mention should be made of an- 
other challenging aspect of cough, namely habitu- 
ation to it by the individual, by his personal en- 
vironment and by the public. Perhaps, the ap- 
palling indolence relative to cough is due to its 
universal prevalence. Because of this habitu- 
ation, its treatment is either considered unneces- 
sary or it is delayed until some of its potential 
hazards oblige the individual to seek medical 
help. Negligence and procrastination may mean 
progression of pulmonary tuberculosis, fungus 
infection, wasting diseases of the lung, spread of 
primary or metastatic malignant tumors, with 
their chronic invalidism or prospect of fatal 
termination. 


Etiology of Cough 
The most frequent sources of the cough are 


diseases of the lung and pleura, the upper air pas- 
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7 sages, and diseases of the heart. Underlying 
f pathologic changes at these sites may be due to 
f infection (bacterial, viral, protozoan, parasitic), 
e allergy, neoplasm, fibrosis, congestion, edema, 


embolism, foreign body, noxious fumes, gases and 
t dusts, smoke (industrial, tobacco), metabolic dis- 
> eases, vascular and functional disturbances (hy- 
pertension), pseudohypertrophic emphysema (ob- 
: structive, vesicular, genuine, hypertrophic em- 
$ physema), congenital cystic disease and so-called 
vanishing lung. 


F Classification of Cough 


Although cough can be produced volitionally, 
, in its spontaneous form it is a reflex function. It 
: aims at the removal of mucus, inflammatory 
exudate, products of circulatory stagnation, and 
extravasated blood or foreign bodies from the 
respiratory tract, and at getting rid of irritation 
which originates from the air passages. Pul- 
monary lesions may project cough irritation to 
i the larynx and pharynx through anastomosing 
: branches of the pulmonary plexus, inferior laryn- 
geal and superior laryngeal nerves. 

The character of cough is influenced by laryn- 
geal structures, competency of laryngeal inner- 
: vation, by localization, type and extent of the 

disease which provokes it, the status of the re- 
spiratory muscles, and by the age and general 
| condition of the patient. Subjectively, cough may 
be hacking, gagging, irritative, dry, tight, slight 
or severe, occasional or persistent, recurrent, 
paroxysmal, loose or strenuous. 

. In a great many instances the force of coughing 
is capable of evacuating adequately inflammatory 
products and other material from the respiratory 
tract. In such cases, it is considered useful or 
beneficial. There are a number of instances when 
cough is not productive of sputum or when the 
amount of the latter is much less than the effort 
of coughing should have produced. This type of 
cough is considered in two categories. 


SS. 


GP March 1960 


Tussive insufficiency is attributable to a number of factors. 
Extreme obesity, for instance, may handicap the cough mech- 
anism and the ventilatory function of the lung. In senescence, 
there is loss of resilience of the lung tissue and of the thoracic 
ligaments, as well as other changes which cause resistance to 
pulmonary air flow. 
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USELESS COUGH 


Useless cough may be caused by irritation out- 
side of the air passageways, as in cases with pres- 
sure upon the trachea or bronchi by enlarged 
thymus, substernal thyroid, mediastinal inflam- 
mation, tumors, enlarged tracheobronchial lymph 
nodes, cysts, aneurysm, enlarged left auricle, 
pericardial effusion or tumor, diverticulum or 
neoplasms of the esophagus. Other extrapulmo- 
nary sources of useless cough may be a diaphrag- 
matic hernia, diseases of the chest wall, fibrinous 
pleurisy and pleurisy with effusion. Rarely, use- 
less cough originates from abdominal organs in- 
nervated by the vagus, from the posterior one- 
third of the external ear canal (through Arnold’s 
nerve, a branch of the vagus); occasionally, it is 
of psychogenic origin. 

It is well to keep in mind that useless cough 
occurs in noninflammatory lesions of the bron- 
chial tubes, the lung and the pleura, such as 
benign and malignant tumors, widespread fibrosis, 
hemosiderosis, microlithiasis, cyst and arterio- 
venous aneurysm. It may also be found in pul- 
monary involvement associated with systemic 
diseases, such as xanthomatosis, congenital fa- 
milial teleangiectasia (Rendu-Weber-Osler dis- 
ease), collagen diseases, blood dyscrasias, amy- 
loidosis and others. Common causes of useless 
cough are acute and chronic inflammatory changes 
in the upper respiratory tract, bronchi, bronchi- 
oles or the lung parenchyma when the formation 
of exudate is practically nil; nevertheless, the 
hyperemic, edematous state of the involved struc- 
tures leads to more or less strenuous dry cough. 


TUSSIVE INSUFFICIENCY 


Tussive insufficiency is a more suitable term 
than inadequate cough for denoting failure of the 
cough effort satisfactorily to expel inflammatory 
products or other material from the air passages. 
Tussive insufficiency may be attributable to sev- 
eral factors: 
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1. Tenacious, sticky, adherent mucoid or mu- 
copurulent exudate and mucous plugs, difficult 
to dislodge from bronchi and bronchioles. 

2. Accumulation of excessive amounts of tran- 
sudate in the alveoli in sudden failure of the left 
ventricle, and pulmonary edema from other 
causes. 

8. Partial bronchial obstruction by spasm of 
the bronchial smooth muscles, by stagnating 
exudate, fibrosis, granulation tissue, tumor or 
compression by adjacent neoplasms, air-contain- 


. ing cysts or large effusions. 


4. Tussive paradox: complete bronchial ob- 
struction by pneumatic hypertension in the sur- 
rounding alveoli.during the compressive and ex- 
pulsive phases of cough. This exerts a viselike 
action, trapping instead of emptying mucopuru- 
lent exudate. 

5. Atelectasis: When the lung becomes airless 
distal to inflammatory lesions, the air inhaled is 
prevented from passing beyond them. Inasmuch 
as air compressed in the lung is the expulsive me- 
dium of coughing, its lack results in tussive in- 
sufficiency. 

6. Pseudohypertrophic emphysema is a condi- 
tion in which tussive insufficiency is frequent. 
The pathologic and functional substrates of this 
disease are the causative agents in this regard. 
These are: weakening and destruction of alveoli 
and elastic fibers of the lung, bronchial occlusion 
by spasm and by bullae, lessening of the nega- 
tivity or complete disappearance of the intra- 
pleural negative pressure, and finally, abnormally 
low position and deficient function of the dia- 
phragm. 

7. Pronounced obesity is a serious handicap to 
normal ventilatory function of the lung as well as 
to cough mechanism. Two factors are considered 
responsible for these difficulties: Excessive adi- 
pose tissue in the abdomen and abdominal wall 
interferes with the inspiratory descent of the 
diaphragm. Heavy adiposity of abdominal struc- 
tures is a possible source of reflex bronchospasm, 
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with consequent increased resistance to pulmo- 
nary air flow. 

8. Efficiency of cough is below par in senes- 
cence. This can be explained on the following 
bases: 

a. Resistance to pulmonary air flow is in- 
creased. Distensibility and respiratory excursions 
of the patient’s chest are reduced because there 
are calcification of the costochondral junction, 
limitation in motion of the costovertebral joints, 
fibrosis and loss of elasticity of the thoracic lig- 
aments. 

b. Tensile strength and resilience of the lung 
tissue are decreased and the alveoli are flabby. 

c. Fibrosis and calcification in the bronchial 
walls interfere with lengthening and shortening 
of bronchi. 

d. Involutional atrophy takes place in the 
peribronchial and peribronchiolar musculature 
because of sclerotic vascular changes. 

e. Arteriosclerosis in the pulmonary vessels 
may, to a certain extent, impair cyclic ventila- 
tory volume changes of the lung. 

f. In elderly persons the central tendon of the 
diaphragm becomes more fibrous and constitutes 
a larger part of this muscle. The diaphragm as 
a whole becomes flabby as do other striated 
muscles. 


Polybechia 


To emphasize the pressing problems of too 
much useless coughing and the high incidence of 
tussive insufficiency, I propose to refer to them 
with a new technical term, polybechia. The two 
components of this word are derived from the 
Greek: poly = much; bech = cough. 

Polybechia is a provocative challenge that can 
only be countered with clear understanding of the 
physiologic self-cleansing capacity of the lung, 
the normal mechanics of cough and with the ex- 
peditious application of appropriate remedial 


measures. 


GP March 1960 


Applied Physiology and Pharmacology 

Factors in physiologic self-cleansing of the lung 
are: production of bronchial mucus; peristaltic 
motion of bronchi and bronchioles; ciliary func- 
tion of the bronchial mucosa; the vis a tergo 
kinetic force of the expiratory air current; rhyth- 
mic distention and narrowing of alveoli, bron- 
chioles and bronchi which parallel inspiratory 
and expiratory volume changes of the lung; pul- 
monary absorption and resorption. 


PRODUCTION OF BRONCHIAL MUCUS 


Bronchial mucus has a threefold function: lu- 
brication; the effect of an escalatorlike vehicle; 
bactericidal action through its lysozyme content. 
The mucus consists of secretions from submucosal 
glands and specific cells, and of fluid which orig- 
inates from adjacent blood vessels by physiologic 
transudation. Transudation is markedly in- 
creased by histamine. The latter may be of aller- 
gic origin, may result from vagal irritation or 
from destruction of leukocytes. 

This brings to the fore the possible role of 
antihistamines in the management of cough in 
allergic bronchitis and in allergic bronchial asth- 
ma. Their use for this purpose, however, entails 
the liability of suppressing production of secre- 
tions, causing inspissation of bronchial exudate 
and thus aggravating cough. Degree of viscosity 
has a great deal to do with the velocity of evacu- 
ation of inflammatory material. Strands of muco- 
proteins and deoxyribonucleoproteins are the 
determinants of viscosity. Codeine will increase 
the viscosity of bronchial secretions. I have seen 
instances in which large doses of this drug wors- 
ened rather than allayed cough. Atropine does 
not increase viscosity, but it decreases the amount 
of secretions which, in turn, may have adverse 
influence on the efficacy of cough. Morphine is a 
potent inhibitor of bronchial secretions. Similar 
response is seen in patients with hypoxia. 

There is a pronounced increase in the viscosity 
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in allergic bronchial asthma. This is a likely con- 
tributory factor to the high incidence of atelec- 
tasis in general, and of postoperative atelectasis, 
in particular, in these patients. Tenacious mu- 
cous plugs often form in children with whooping 
cough, with a consequent high incidence of par- 
tial or complete lobar atelectasis. Too, severe 
bronchial infections in infants and children often 
result in such pathologic sequels. On the other 
hand, by easing the expectoration of stagnating 
viscous mucus, one is bound to obviate atelec- 
tasis. 

Moreover, in the same manner, it may be pos- 
sible to prevent onset of an asthmatic attack by 
aiding the patient to raise tenacious, thick mucus 
on arising. 

In patients with pseudohypertrophic emphy- 
sema under my care, dyspnea and cyanosis were 
more pronounced than that anticipated from 
findings on physical and x-ray examination. Dra- 
matic improvement was observed in their condi- 
tion by facilitating easy, effortless expectoration 
of thick mucus. 


ENZYMES 


There are effective drugs and methods for di- 
luting, liquefying and dislodging thick mucoid or 
mucopurulent exudate from the bronchi and 
bronchioles. Deoxyribonuclease, an enzyme pre- 
pared from beef pancreas, designated as pan- 
creatic dornase (Dornavac), is available in lyo- 
philized form. After dissolving 50,000 to 100,000 
units in 2 cc. sterile isotonic solution of sodium 
chloride, it is given by aerosolized inhalations 
one to three times daily for two to six days. 
Streptodornase and streptokinase are potent mu- 
colytic agents produced by streptococci. The 
combination of the two is obtainable in the form 
of buccal tablets, Varidase, which contain 2,500 
units of streptodornase and 10,000 units of 
streptokinase. Dose: 1 tablet four times daily for 
six days to six weeks. 

Trypsin (Tryptar), another pancreatic enzyme, 
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can be given either by aerosolized inhalations or 
by intramuscular injection. With a standard 
nebulizer 50,000 units of crystalline trypsin dis- 
solved in 1 cc. of Sorensen’s phosphate buffer 
solution, or 100,000 units in 2 cc. of the diluent, 
are inhaled through a face mask or by having the 
patient hold the spout of the nebulizer between 
the teeth, once or twice a day from four to eight 
days. 

As a sound precaution, it is well to give the 
patient an injection of one of the soluble antihis- 
tamines one-half hour prior to inhalations. Also, 
the patient should be told to rinse his mouth and 
gargle his throat with hot water after inhalations. 
Chymotrypsin in combination with deoxyribo- 
nuclease has been found efficacious in reducing 
the viscosity of tenacious mucopus. Also, chymo- 
trypsin (Chymar) can be conveniently adminis- 
tered in the form of buccal tablets. Its dosage is 
1 tablet four times daily. Each tablet represents 
10,000 units of enzymatic activity. 


DETERGENTS 


Detergents (wetting agents) have been found 
useful in liquefaction and dislodging adherent, 
tenacious mucoid or mucopurulent exudate in the 
lower air passages. Alevaire is an aqueous solu- 
tion of superinone (an oxyethylated tertiary 
octylphenol-formaldehyde polymer) 0.125 per 
cent, in combination of sodium bicarbonate, 2 
per cent, and glycerin, 5 per cent. Aerosolized in- 
halations are given through a face mask con- 
nected to an oxygen tank with a reducing valve 
and a flow meter, or to an intermittent-positive- 
pressure-breathing apparatus. Dosage is 10 cc. of 
Alevaire at three-to-four-hour intervals during 
the waking hours for a few days to a few weeks. 
Tergemist contains Tergitol (sodium 2-ethylhexy] 
sulfate), 0.125 per cent, and potassium iodide, 0.1 
per cent, in water. It is administered by aero- 
solized inhalations in doses of 12 to 25 ec. at 
three-to-four-hour intervals from one week to 
several months. 
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CARBON DIOXIDE AS AN EXPECTORANT 


I began, in 1930, the clinical use of inhalations 
of a mixture of 5 per cent carbon dioxide and 95 
per cent oxygen as an expectorant. Since then my 
experience has convinced me of its great value for 
this purpose. The gas mixture is available in 
tanks provided with reducing valve and a flow 
meter. Inhalations are given through a well-fit- 
ting face mask, with a flow rate of 51. per minute 
for 15 minutes three times daily. Treatments are 
administered for weeks, or for several months if 
necessary. Therapeutic benefits are explainable 
on the following bases: 

Carbon dioxide in low concentrations is a re- 
spiratory stimulant. It induces increased inspira- 
tory expansion of the lung, with simultaneous 
stretching and distention of bronchioles and 
bronchi. Cyclic repetition of this process acts like 
massage and may be instrumental in separating 
adherent viscous mucus from the wall of the 
lower air passages. 

It stimulates bronchial and bronchiolar peri- 
stalsis with propulsive action from the periphery 
toward the tracheal bifurcation. 

Its inhalation is followed by mucosal hyperemia 
with consequent increased mucus production in 
the bronchi and bronchioles. Increased secretions 
aid the dilution and liquefaction of mucoid and 
mucopurulent exudate. In this manner, loosening 
of adherent mucus and mucopus and their ex- 
pectoration are rendered less difficult. 

Ciliary function of the respiratory mucosa is 
enhanced. 

Large tanks containing this gas mixture are 
suitable mostly for hospital use or for bedridden 
patients confined to their homes for an extended 
period of time. For ambulatory patients seen in 
private practice I recommend the use of a gro- 
cer’s 4-lb. paper bag for rebreathing. In many 
years of dispensary work I had ample oppor- 
tunity to ascertain its value. Before resorting to 
this method, I carried out periodic gas analyses 
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The cough victim should have a thorough physical examination 
and should not merely be discharged with a prescription for 
some cough medicine. The latter treatment is nothing more 
than “therapeutic appeasement.” 


while using paper bags of this size. Carbon dioxide 
concentration rises to 3.5 to 4.5 per cent during 
the second half of a ten-minute period of re- 
breathing. This treatment should not be used for 
less than ten minutes to attain effective concen- 
trations of carbon dioxide. On the other hand, 
depletion of oxygen from the paper bag during 
rebreathing limits the treatment to ten minutes. 
To assure efficacy of this measure, it is mandatory 
to observe the following rules: 

1. The patient must be taught by actual dem- 
onstration how to use the paper bag for rebreath- 
ing. 

2. After the bag is opened widely, it is placed 
over the face and held snugly with the index fin- 
ger and thumb of both hands over the bridge of 
the nose, the cheeks and under the chin through- 
out the treatment. Unless the bag is held con- 
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stantly in hermetic apposition to the skin, it will 
fail to serve its purpose. 

8. Patients should be told to breathe quietly 
with open mouth. During rebreathing they are 
bound to notice nasal congestion and increased 
nasal secretions (running nose) due to the in- 
fluence of carbon dioxide upon the nasal mucosa. 

4. Patients should be warned that toward the 
end of the ten-minute period they are likely to 
become somewhat short of breath. 

5. In case the bag is removed from the face in 
less than ten minutes because of cough or for 
any other reason, rebreathing should be started 
anew. 

6. With due observance of the aforementioned 
rules, rebreathings are carried out three times 
daily. 

There are definite contraindications to the 
therapeutic use of carbon dioxide inhalations: 

1. Hypereapnia (hypercarbia) as seen in pseu- 
dohypertrophic emphysema, extensive acute 
bronchiolitis, extreme obesity. 

2. Pronounced hypertension. 

3. Coexistent hemorrhage (pulmonary, esopha- 
geal, gastric). 

4. Pulmonary embolism. 

5. Acute pleurisy. 

6. Laryngeal stricture. 

7. Cough originating from extrapulmonary 
sources. 


MISCELLANEOUS EXPECTORANTS 


There are a number of time-tested drugs in the 
category of expectorants which can be prescribed 
to advantage because they effectively increase 
bronchial secretions and facilitate raising of spu- 
tum. These include ammonium chloride, satu- 
rated solution of potassium iodide, sodium iodide, 
syrup of hydriodic acid and other iodide prepara- 
tions, syrup of ipecac, fluid extract or syrup of 
senega, antimony and potassium tartrate, guai- 
acols and creosotes, benzoic acid, sodium benzo- 
ate and terpin hydrate. Most of these drugs are 
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available in the form of pleasantly flavored, 
palatable proprietary preparations. Their admin- 
istration is qualified by the following four cardi- 
nal stipulations: 

1. The medicine prescribed should be given in 
a dosage which contains therapeutically adequate 
amounts of the effective ingredient or ingredients. 

2. Hydration of the respiratory tract for nor- 
mal functioning of the bronchial secretory mech- 
anism. Hydration can be done either by liberal 
fluid intake, steam inhalations, aerosolized inha- 
lations (croup tent for infants and young chil- 
dren) and by humidification of the atmosphere. 
Steam inhalations and heated aerosolized inhala- 
tions bring about definite increase in bronchial 
secretions. 

3. When large amounts of exudate are present 
in the lung, postural drainage—once to several 
times daily—is of value for promptly evacuating 
the lower air passages after liquefaction of tena- 
cious, heavy exudate. For bedridden patients the 
foot of the bed is elevated 12 in. for 20 minutes. 

4. Hypoxia associated with dyspnea, an often 
overlooked manifestation of cardiorespiratory in- 
sufficiency, should be corrected because of its ad- 
verse consequences relative to physiologic bron- 
chocatharsis and homeostasis of the lung. These 
are: (1) decrease in pulmonary tissue resistance, 
defense and repair; (2) decrease in normal secre- 
tions from the respiratory mucous membrane, 
with possible consequent inspissation of inflam- 
matory exudate; (3) decrease in bronchiolar and 
bronchial peristalsis which results in inefficient 
drainage of the lung; (4) lowering of the threshold 
of sensory nerve endings of the vagus, with con- 
sequent increased cough irritability. 

Whenever oxygen is given for the correction of 
hypoxia, always added moisture is needed because 
without it oxygen acts as an antiexpectorant. 

By thorough liquefaction of inflammatory exu- 
date one can effectively enhance the resorptive 
and absorptive capacities of the alveolar and 
bronchial surfaces. 
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BRONCHOSPASM AND BRONCHOSPASMOLYTIC 
DRUGS 


If it is accepted that bronchial peristalsis is 
ssential to physiologic bronchocatharsis, one can 
readily appreciate that spasm of the peribronchial 
ind peribronchiolar smooth muscles seriously in- 
Lerferes with this mechanism as well as with the 
officacy of cough. The consequent possible trap- 
ping of tenacious mucus and mucopus in the lower 
ir passageways is dangerous. The retained exu- 
date serves as an excellent medium for the growth 
of pathogenic microérganisms. New foci of in- 
flammation appear and aggravate the clinical 
picture. At the site of retention the bronchial 
wall may become involved. Subsequent weaken- 
ing of its structures favors the development of 
bronchiectasis. Also, accumulation of exudate 
may result in complete bronchial obstruction. 
This, in turn, is likely to be followed by atelec- 
tasis of varying extent. Moreover, atelectasis im- 
plies not only loss of respiratory surface area, but 
it also represents an area of lesser resistance with 
predilection to spread of infection. 

Bronchospasm is one of the characteristic fea- 
tures of allergic bronchial asthma. Because of its 
bearing upon the productivity of cough, mention 
should be made of other, less-known causes of 
bronchospasm. These include the conditions list- 
ed at the right. 

This brings to the fore the rationale of the 
liberal use of bronchospasmolytic drugs. Gratify- 
ing results can be anticipated from the adminis- 
tration of epinephrine and epinephrinelike com- 
pounds. Epinephrine is given in 1:100 or 1:200 
solution, with the aid of a hand nebulizer, an 
oxygen or compressed-air tank or intermittent- 
positive-pressure-breathing apparatus. The same 
method of administration applies to 2.25 per cent 
solution of racemic epinephrine hydrochloride 
(Vaponephrin), isoproterenerol hydrochloride 
(Isuprel hydrochloride, Aludrine hydrochloride), 
isoproterenol sulfate (Isonorin sulfate, Norisodrin 
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sulfate), phenylephrine hydrochloride (Neosyne- 
phrine hydrochloride), ethylnorepinephrine hy- 
drochloride (Butanephrine hydrochloride). Some 
of these drugs are available for inhalation as 
micronized dust, with special inhalers, and also 
can be given as tablets. I have obtained good 


~ results from sublingual tablets of Isuprel hydro- 


chloride, 10 mg., every three to four hours daily. 

Ephedrine and ephedrinelike drugs are effective 
bronchodilators. Because of its central nervous 
system excitation, ephedrine is customarily com- 
bined with amobarbital or phenobarbital. It is 
prescribed as the sulfate or hydrochloride salt of 
ephedrine in the form of capsules, pills or liquids. 
Methoxyphenamine hydrochloride (Orthoxine 
hydrochloride) is an ephedrinelike synthetic drug. 
Compared to ephedrine it is less likely to cause 
stimulation of the central nervous system. An- 
other closely related preparation is phenylamino- 
propanol hydrochloride (Propadrine hydrochlo- 
ride, Panamine hydrochloride), prescribed in cap- 


Pulmonary diseases 

1. Parenchymal, interstitial, bronchial infections. 
2. Bronchiectasis. 

8. Fibrosis. 

4. Pseudohypertrophic emphysema. 


Heart disease 

Latent or overt pulmonary edema 

Extrapulmonary diseases by reflex irritation 

. Pleural. 

. Mediastinal. 

. Diaphragmatic. 

. Chest wall. 

. Postoperative (from upper abdominal cavity). 


ar 


Miscellaneous causes 

1. Iatrogenic: excessive doses of digitalis, analgesic 
doses of morphine and codeine, vigorous diuresis. 

2. Smoking. 

8. Strenuous coughing. 

4. Psychogenic. 
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sules, tablets or as elixir. Aminophylline is re- 
markably effective in its bronchospasmolytic ac- 
tion when given orally, rectally, (suppositories or 
by instillation), by aerosolized inhalations or by 
intravenous injection. 

Satisfactory benefits can be attained with a 
long array of proprietary preparations, the ingre- 
dients of which are potent bronchospasmolytic, 
expectorant and anticholinergic compounds or 
cough sedatives. 

Corticosteroids are known for their strong 
bronchorelaxant and anti-inflammatory influence. 
Prednisone and prednisolone are available in 
several proprietary preparations. It is mandatory 
to observe precautions pertaining to their use in 
order to avoid possible disturbing side effects. 


CILIARY FUNCTION AND BRONCHOCATHARSIS 


Measures directed toward maintenance and 
enhancement of ciliary function are worthwhile 
adjuncts in the management of cough. Ciliary 
function is known to be active in larger, as well 
as in smaller air passages, as far peripherally as 
the respiratory bronchioles. The relatively large 
amount of energy which activates their synchro- 
nized whiplike motion provides the propulsive 
force which moves bronchial mucus in an esca- 
latorlike fashion toward the larynx with a speed 
of 4 ft. an hour. Their optimal function is ob- 
served between 98.6° and 104° F. It is decreased 
or entirely ceases during deep narcosis. 

Impairment of ciliary activity caused by anes- 
thetic agents may persist during the postopera- 
tive period. Pronounced vitamin A deficiency is 
associated with degenerative changes in the mu- 
cous membrane of the lower respiratory tract, 
together with diminution or complete loss of 
ciliary motion. Also, the latter is slowed down by 
exposure to cold. This observation contributes to 
the rationale of using steam inhalations and in- 
halations of aerosols of high temperature. Tena- 
cious, heavy mucoid or mucopurulent exudate 
slows down ciliary activity or stops it completely. 
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Atropine, as well as morphine in analgesic doses, 
inhibits ciliary function. On the other side of the 
ledger, it has been ascertained that low concen- 
trations of carbon dioxide, medicinal doses of 
iodides, ammonium chloride and similar drugs, 
and inhalation of volatile oils (menthol, thymol, 
eucalyptol, turpentine, pine) increase ciliary func- 
tion. Furthermore, on the basis of experimental 
studies, one may anticipate enhanced functional 
capacity of the cilia during postural drainage in 
the head-down position. 


Cough Mechanism 


The act of coughing consists of three phases: 
(1) inspiratory, (2) compressive, (3) expulsive. 
During the first phase increased amounts of air 
are inspired. At the end of this process, forced 
expiratory effort starts, while the glottis becomes 
hermetically closed by the amazingly strong con- 
traction of the very short adductor and tensor 
muscles of the larynx. In consequence of the 
forceful action of the thoracic and abdominal 
muscles of expiration, the chest becomes smaller 
and the air entrapped in the lung is compressed. 
Literally, at this stage the chest serves as a rigid- 
walled compression chamber. Thus, compressed 
air becomes the expulsive medium of cough. 

The expulsive phase is initiated by abrupt 
opening of the glottis. At this moment, the pow- 
erful contraction of muscles of the anterior ab- 
dominal wall pushes the abdominal organs up- 
ward, creating a visceral tamponade of the lower 
opening of the thorax. Simultaneously with the 
opening of the glottis, there is a sudden decrease 
in the intrapulmonary pressure while the previ- 
ously compressed air—carrying with it mucus, 
mucopus and other material, as the case may be 
—rushes out of the respiratory tract with great 
velocity, which in severe cough may reach the 
speed of a hurricane. 

Serious implications of loss of diaphragmatic 
function in certain diseases cannot be appreciated 
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unless one is aware of the triple role of the dia- 
phragm in the cough mechanism: 

1. During forceful inspiration descent of the 
diaphragm is responsible for 65 to 75 per cent of 
air taken into the lung. 

2. During the compressive phase of cough, the 
diaphragm is in a state of intense contraction. In 
this manner, the base of the thoracic cage is 
changed from a soft, flexible musculotendinous 
partition into a structure comparable in firmness 
to the bony chest wall. 

3. The diaphragm relaxes concomitantly with 
the sudden opening of the glottis at the beginning 
of the expulsive phase of cough and serves as a 
rapidly moving piston which transmits the in- 
creased intra-abdominal pressure to the lung. 

It is of utmost importance to be cognizant of 
the functional handicap of the diaphragm in 
patients with pseudohypertrophic emphysema. 
It has been my experience through many years, 
with ambulatory as well as with hospitalized 
patients suffering from this disease, that the 
pathologic low position and diminished or lost 
function of the diaphragm may be effectively 
corrected, and ventilation of the lung and compe- 
tence of cough improved in well-selected cases, 
by periodically-given small artificial pneumoperi- 
toneum. Technical details of this procedure and 
other pertinent data are recorded in my previous 
publications. 

In other diseases associated with impairment 
or paralysis of respiratory muscles, with conse- 
quent serious failure of the cough mechanism 
(bulbospinal poliomyelitis, Parkinson’s disease, 
trauma), the use of mechanical therapeutic means 
may be necessary to restore adequate cough. 
(Drinker tank respirator, cuirass or shell respira- 
tor, cough machines, such as Cof-flator). 

Intermittent positive pressure breathing is of 
value in the management of certain types of 
strenuous cough. It provides not only oxygen, 
aerosolized bronchospasmolytic drugs and anti- 
biotics, should circumstances so require, but also 
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Cough is particularly distressing at night as it interferes 
with the patient’s sleep. One of the dangerous aspects of cough 
is that the patient becomes habituated to it and is unaware of 
its potential hazards. 


it is capable of forcing oxygen or air to distal, 
previously obstructed, inaccessible bronchial 
branches. Subsequently, the gas inhaled is com- 
pressed and serves as the expulsive medium. 


Cough Sedatives 


These drugs given in small doses, in combina- 
tion with expectorants, are prescribed for the 
purpose of allaying excessive cough, productive 
though it may be. Larger doses are used for sup- 
pressing useless cough as previously defined. 
Their therapeutic merits and demerits are the 
bases for formulating a guide applicable in daily 
practice. Cough sedatives are listed in two groups 
and in their order of preference. 


OPIUM DERIVATIVES 


Dihydrocodeinone bitartrate is available in the 
form of tablets under brand names arranged al- 
phabetically: Bi-Co-Tussin, Codone, Dicodid, 
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Hycodan, Mercodinone, Stodcodon, Paracodin, 
Rapacodin. Its dose is 5 to 10 mg. three times 
daily. No more than 30 mg. should be given in 
24 hours. I have found that its antitussive effect 
is superior to that of codeine. It acts more rap- 
idly and its influence lasts longer than that of 
codeine. Furthermore, compared to codeine, it is 
less likely to interfere with expectoration or cause 
constipation. Small children are affected by it 
more readily than adults. 

Codeine (methyl morphine) possesses greater 
analgesic action than dihydrocodeinone bitar- 
trate. Its standard dose is 15 to 30 mg. three 
times daily. Patients taking it over a long period 
of time may need increased doses. This drug has 
two shortcomings: It increases the viscosity of 
bronchial exudate and thus it may worsen rather 
than relieve cough; and paradoxically, in some 
instances, large doses may stimulate the cough 
center and increase cough. For infants it should 
be used cautiously because of its undesirable side 
effects when large doses are given, namely, lack 
of taking feedings, nausea and lethargy. 

Noscapine is of the same therapeutic efficacy 
as codeine in the management of cough. Also, its 
dosage is identical. Although it is an opium de- 
rivative, like papaverin, it is not habit forming. 
While its analgesic action is less than that of co- 
deine, its other advantage over the latter is that 
noscapine is bronchospasmolytic. 

Dihydromorphinone hydrochloride is available 
as Dilaudid hydrochloride. Its dose of 1 mg. is 
equivalent to 15 mg. of codeine. It may be given 


orally, subcutaneously or in rectal suppositories. 
In the latter form, it is well tolerated by children 
suffering from acute respiratory infections. It is 
not likely to increase the viscosity of bronchial 
exudate. 

Morphine is rarely used as a cough sedative. 
Its administration is justifiable in the following 
instances: (1) inoperable tumors of the lung, 
mediastinum and other thoracic structures when 
cough cannot be controlled by other means, espe- 
cially when it is associated with otherwise un- 
controllable pain; (2) aneurysm of the aorta 
pressing on the trachea or large bronchi; (3) 
certain cases of cardiac decompensation with 
cough, which may respond to morphine with 
gratifying relief from cough as well as from 
dyspnea. 


SYNTHETIC COUGH SEDATIVES 


Dextromethorphan hydrobromide (Romilar, 
Methorate) is available in tablets, each providing 
15 mg. of the drug, and in syrup, 15 mg. per 
teaspoonful. Dose: 30 mg. three times daily. 

Caramiphen ethane disulfonate (Toryn) is pre- 
scribed in tablets, 10 mg. each. Dose: 2 tablets 
four times daily. 

Carbetapentane citrate (Toclase) is given in 
the form of tablets or syrup. Each tablet and a 
teaspoonful of syrup contain 25 mg. of the drug. 
Dose: 25 mg. three times daily. 

Benzonatate (Tessalon) blocks sensory nerve 
receptors in the lung, and also it sedates the 
cough center. It is supplied in gelatin pearls, each 
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which contains 100 mg. of the drug. Dose: 
rom 100 to 200 mg. three times daily. For chil- 
ren under 10 years of age, pearls with 50 mg. 
the drug are obtainable. 
Some of these compounds can be used to ad- 
‘antage combined with other cough remedies in 
_ large number of proprietary preparations. 

The aforementioned synthetic cough sedatives 
»ossess the superior properties of being non- 
vareotic, nonaddictive and nondepressant to the 
central nervous system. One can expect good 
results from their use. Their specific action, how- 
ever, is not as consistently reliable as that which 
| observed with opium derivatives. 


Conclusions 


The treatment of cough is a complex problem. 


To solve it successfully, a number of pertinent 
questions must be answered: 

Where is its site of origin; what is the nature of 
its underlying causative disease; if it is attribut- 
able to infection, what are the stage, extent and 
localization of involvement; what is the character 
of cough; if there is expectoration, is it produced 
with strenuous or with effortless coughing; what 
is the amount and apparent viscosity of sputum? 

Variables in answering each of these questions 
are so great and so many that they rule out any 
dogmatic, stereotyped design for treatment. To 
be sure, one should never yield to some patients’ 
insistence in demanding “cough medicine,” with- 
out a thorough examination. Therapeutic ap- 
peasement along these lines is likely to harm all 
concerned. 


’ The only rational approach to the management 

of cough is an assessment of the patient’s symp- 
toms and findings, together with an inclusive 
health history. Subjective complaints reveal the 
frequency and character of cough, presence or 
absence of expectoration, amount and appear- 
ance of sputum, concomitant dyspnea and other 
pertinent manifestations. In addition to observ- 
ing the type of cough and the sputum raised, a 
general physical examination and a cardiorespir- 
atory survey are mandatory. Auscultation of the 
chest is indispensable for determining the extent 
of bronchospasm, bronchitis, bronchiolitis and 
exudative inflammatory lesions. Because findings 
on auscultation play a major role in the choice of 
treatment, there is a need for auditory adaptation 
when using the stethoscope, as one’s eyes need 
dark adaptation prior to fluoroscopy. Of course, 
adjunct diagnostic aids (x-ray, ECG, pulmonary 
function studies, laboratory examinations) are 
helpful in establishing the diagnosis and in de- 
ciding what type of treatment is most suitable 
for the case. 

Prompt specific and other expeditious meas- 
ures for the underlying causative disease are im- 
perative. 

In acute, as well as in chronic cases, control 
of cough is planned in a flexible manner, drugs 
and methods being adjusted to changing re- 
quirements of the patient’s condition. 

In the management of tussive insufficiency, 
best results are derived when drugs and methods 
are chosen to enhance the physiologic self-cleans- 
ing capacity of the lung and to restore the nor- 
mal cough mechanism. 
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WHILE NOT truly new, elective induction of labor 
first became widely practiced about ten years 
ago. While acclaimed by many it was, with equal 
vigor, condemned by others. The extent of the in- 
terest, controversy and argument concerned with 
elective induction of labor is manifested by the 
fact that since 1950 more than 30 articles on this 
subject have been published in the two leading 
American obstetric journals. It seems that time 
enough has elapsed and enough experience has 
been accumulated to adequately review elective 
induction of labor and to properly evaluate its 
role in obstetrics. Such a review must answer two 
important questions: 

1. Does elective induction of labor accomplish 
any beneficial result in management of the 
obstetric patient? 

2. Can it be accomplished without increasing 
the hazards of birth and delivery? 

When one surveys the literature, it appears 
that the answer to both of these questions is in 
the affirmative; but one must be cautious in 
accepting this as the final answer. The reader 
always must be aware that usually only those 
obstetricians who have accumulated a large 
series, thereby gaining in experience and judg- 
ment, publish their results. Because of this 
gain in knowledge, their results almost always 
appear favorable. Those who have had less for- 
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The elective induction of labor must have 

a beneficial result in the management 

of the obstetric patient and must be accomplished 
without increasing the hazards of birth and 
delivery. Several rules for guidance which have 
been developed from years of experience 

are described in this article. By following these 
rules maternal and infant mortality and 
morbidity can be kept very low. 


Induction of Labor 


EDWARD H. BISHOP, m.p. 


University of Pennsylvania Graduate School of Medicine 
Philadelphia, Pennsylvania 


tunate results usually have neither the number of 
cases for a significant report or are reluctant to 
publish their poor results. Unfortunately, the 
enthusiastic reports tend to tempt the less trained 
or the less perfectly equipped to attempt elective 
induction of labor, often promiscuously and in a 
more radical fashion than ever intended by the 
proponents of the procedure. This inevitably 
leads to poor results which seldom are included in 
the medical literature. Therefore, our original 
questions must be answered by analysis of the 
experiences of many. 


Benefits of Elective Induction 


Among the benefits attributed to elective in- 
duction of labor are: 

1. The mother is freed from the concern of 
reaching the hospital on time. 

2. Precipitant deliveries are avoided. 

3. Time is gained for proper preparation for 
delivery. 

4. Proper preparations can be made for ad- 
ministration of an anesthetic. 

5. Deliveries can be planned for times when the 
hospital is best equipped to take care of them. 

6. The obstetrician can plan to be in attend- 
ance. 

7. The obstetrician can better utilize his time. 
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All of these are advantages but they are desir- 
able only if they can be accomplished without 
any increased hazard to the mother and the baby. 
Therefore, it must be demonstrated that this can 
be done, and in what manner it may be accom- 
plished. 


Code of Conduct 


Experience at. the Pennsylvania Hospital has 
prompted the staff to adopt the following rules as 
a code of conduct regarding elective induction of 
labor: 


PERSONNEL AND FACILITIES 


The presence of adequate experience, personnel 
and physical facilities is essential. No induction of 
labor should be attempted except by obstetricians 
who have demonstrated by their training or their 
ability that they have adequate judgment in 
selection of patients and adequate knowledge of 
proper technique. No induction should be ini- 
tiated except when the physical facilities and the 
nursing personnel are adequate to properly care 
for the patients. For this reason advance schedul- 
ing of patients is desirable, but priority must 
always be given to patients who are in labor of 
spontaneous onset. 


PREPARATION OF PATIENT 


The patient should be prepared emotionally 
and physically. It has been our practice not to 
consider elective induction of labor for patients 
who do not completely and willingly accept both 
the wisdom and the safety of the procedure. All 
patients, but especially those with any reticence, 
are instructed in detail, including a description of 
the anticipated procedure. This’ preparation 
minimizes the mental stress of the patient who 
has been led into a situation which she fears or 
about which she may be uninformed. 

While it is not always possible or convenient, 
the candidate for elective induction of labor 
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should be admitted to the hospital the night be- 
fore the contemplated induction. This is done for 
the same reasons that patients must be admitted 
for a period before the performance of elective 
surgery, permitting such additional safeguards as 
a recheck of the hemoglobin and elimination of 
such anesthetic hazards as respiratory infection 
and the recent ingestion of food. When early ad- 
mission is neither physically nor economically 
possible, the same hazards must be eliminated by 
personal observation of the obstetrician. 


SELECTION OF PATIENTS 


Elective induction of labor should be limited to 
multiparous patients at or near term with a ver- 


One of the benefits to be derived from elective induction is that 
the expectant mother will be spared the harrowing experience 
of being rushed to the hospital for a precipitant delivery. 
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Induction of Labor 


tex presenting without evidence of disproportion. 
While several published series have demonstrated 
equally good results when elective induction of 
labor was performed on nulliparous patients, 
there does not appear to be any demonstrable 
advantage for this group of patients. Therefore, 
it should be done only under exceptional and 
unusual circumstances. 

The minimal acceptable pelvic finding for 
elective induction of labor should be an anterior 
soft cervix, at least 3 to 4 cm. dilated and 60 per 
cent effaced, with the presenting part at station 
—1 or lower. These pelvic findings can be deter- 
mined accurately only by vaginal examination. 
Therefore, it is our custom to examine all patients 
vaginally at each prenatal office visit during the 
last month of pregnancy. This has been done 
without demonstrable harm to the patient and 
with a gain of much valuable information. 


It is extremely important that the physician be in attendance 
during the entire induction of labor. The labor is short and 
complications may require prompt and expert attention. 
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While induction of labor may be completed 
successfully with less favorable indications, it is 
then without question associated with an inex- 
cusable increase in complications. The proper time 
for induction of labor must be determined by 
suitable pelvic findings, not by use of the ex- 
pected date of delivery as determined by the 
menstrual history. Recently, use of the oxytocin 
sensitivity test has been of great value as an 
adjunct aid in determining the optimum time for 
induction. 


ASEPSIS 


All technical procedures should be carried out 
under circumstances of surgical asepsis. 


AMNIOTOMY 


Once patients have been selected according to 
the criteria described, amniotomy usually can 
be performed with little difficulty. It is am- 
niotomy and not the use of an oxytocic drug that 
is the key to successful initiation of effectual 
uterine contractions. Oxytocin merely serves to 
shorten the latent period from the time of amniot- 
omy to the onset of uterine contractions. With 
such favorable cases as described, frequently 
the use of an oxytocie drug is unnecessary and 
labor will occur promptly and spontaneously a 
short time after rupture of the membranes. We 
hesitate to start the administration of oxytocin 
before amniotomy because on some occasions the 
early uterine contractions, occurring without 
simultaneous dilation of the cervix, displace the 
presenting part high enough to make amniotomy 
difficult or undesirable. 

Since amniotomy is performed only when the 
vertex is at station —1 or lower, there is little 
opportunity for prolapse of the fetal umbilical 
cord unless the fetal head is displaced during the 
procedure. This may be avoided by fixation of the 
fetal head until there has been slow but complete 
escape of the amniotic fluid. During the time 
necessary for careful accomplishment of this act, 
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inereased tonus of the uterus usually occurs, 
further fixing the presenting part in the pelvis. 
Then, and then only, should the operator’s hand 
be removed from the vagina. An immediate check 
of the fetal heart rate offers an additional safe- 


guard. 


USE OF OXYTOCIN 


Before use of oxytocin is considered, certain 
complications inherent to the use of this drug 
must always be considered. Among the principal 
dangers are: (1) unsuspected or unusual sensitivity 
of the uterus, (2) too rapid administration of the 
drug and (3) improper dose. Therefore, certain 
precautions must be employed to prevent these 
complications. First, it is well for any institution 
to standardize the dilution of oxytocin. A satis- 
factory standard dilution is 1 I1.U. to each 100 
ec. of diluent. 

We have not found it necessary to increase the 
rate of administration of this dilution of oxytocin 
in excess of 25 drops per minute, and in a majority 
of cases 10 drops per minute will suffice. 

Tetanic contractions of the uterus may be 
avoided by either starting the drip slowly until 
the reaction of the uterus has been observed, or 
by use of the double bottle technique. On rare 
occasions when tetanic contractions of the uterus 
do occur, the oxytocin infusion should be stopped. 
The tetanic contractions have been promptly 
resolved by the intravenous administration of 
isoxuprine. 

A final act of caution is to continue administra- 
tion of oxytocin throughout delivery and for a 
period after the third stage of labor to reduce the 
possibility of post-partum hemorrhage. 


ATTENDANCE OF OBSTETRICIAN 


The last, but certainly the most important, 
item in the code of conduct is the attendance of 
the obstetrician. Since under the circumstances 
previously outlined labor will be short, but es- 
pecially since complications can occur requiring 
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TABLE I. 


Incidence of Induction 


1954 Series 1959 Series 
Total number of deliveries 8,787 6,759 
Total number of private 
deliveries 4,408 3,813 
Incidence of private 
inductions 21.6% 12.8% 
Total number of ward 
deliveries 4,379 2,946 
Incidence of ward 
inductions 0.8% 1.7% 
TABLE 2. 
Method of Delivery 
1954 Series 1959 Series 
(per cent) (per cent) 
Spontaneous 20.4 67.7 
Low forceps 75.7 29.8 
Midforceps 2.1 1.7 
Breech 1.5 0.4 
Cesarean 0.3 0.4 
TABLE 3. 
Maternal Complications 
1954 Series 1959 Series 
(per cent) (per cent) 
Post-partum hemorrhage 1.9 1.9 
Premature separation 0.7 0.2 
TABLE 4. 
Fetal Complications 
1954 Series 1959 Series 
No. Percent No. Per cent 
Prematurity 4 04 #4 0.8 
Facial paralysis 1 
Laceration of scalp 2 
Perinatal mortality 8 0.8 1 0.2 
Corrected mortality 0.2 0.0 


Induction of Labor 


prompt and expert attention, it behooves the ob- 
stetrician to be in constant and close attention 
during the entire induction of labor. The obste- 
trician who leaves the initiation or the observa- 
tion of an induction of labor to the nursing, in- 
tern or resident staff is derelict in his duties. 


Dangers of Induction 


Especially when these rules have been ig- 
nored and rarely when they have been followed, 
certain complications can and do occur. The most 
commonly mentioned or encountered maternal 
complications are: (1) patient anxiety, (2) failure 
of induction, (3) prolonged labor, (4) tetanic con- 


It is advisable for the expectant mother to be admitted to the hos- 
pital the night before induction is contemplated. This will per- 
mit such safeguards as rechecking the patient’s hemoglobin and 
eliminating anesthetic hazards. 
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tractions of the uterus, (5) rupture of the uterus, 


. (6) premature separation of the placenta, (7) dis- 


turbance of placenta previa, (8) post-partum 
hemorrhage and (9) pelvic infection. 

Possible fetal complications are: (1) fetal dis- 
tress, (2) anoxemia, (3) prolapse of the cord, 
(4) birth injuries and (5) prematurity. 

I believe these complications may be elimi- 
nated or at the least kept to an acceptable mini- 
mum if all the proper rules of conduct are meticu- 
lously followed. This rigid adherence is not too 
big a price to pay for satisfactory results. 


Results of Elective Inductions 


The results have been published of a large 
series of elective inductions of labor performed at 
the Pennsyivania Hospital during the years 
1952 to 1954. Since then, the staff has gradually 
adopted the rules regulating induction of labor as 
previously described. Table 1 outlines the effect 
that adoption of these rules has had upon the 
number of inductions and on the results. Since 
the totals in the two series are not identical. it is 
necessary to compare percentages. 

As illustrated in Table 1, there has been a slight 
increase in the number of elective inductions on 
the ward service, representing an increase in 
training and opportunities for the resident staff 
regarding this procedure. However, there has 
been a marked decrease (almost in half) in the 
number of elective inductions on the private 
service. If this decrease represents better selec- 
tion of patients, it should be reflected in im- 
proved results. 

By more careful selection of proper candidates 
for elective induction of labor, the number of 
operative deliveries was more than halved (Table 
2). The two Cesarean sections in the later series 
were both performed because of a prolapsed fetal 
extremity; and in both instances the cervix was 
only 2 to 3 em. dilated with the presenting part at 
station —3 when the amniotomy was performed. 
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These both represent examples of what may oc- 
cur when the proper prerequisites are ignored. 
This was equally true for three of the nine mid- 
‘orceps deliveries. 

The decreased incidence of premature separa- 
tion of the placenta (Table 3) probably repre- 
sents better selection of patients and the de- 
creased use of oxytocin. 

The single fetal death in the 1959 series (Table 
,) was due to hyaline membrane disease following 
delivery of a full-term infant after three hours 
of labor. 

The four infants classified as premature (Table 
4) all weighed between 2,310 Gm. and 2,500 Gm., 


EDWARD H. BISHOP, M.D., a diplomate of the American Board of Obstet- 
rics and Gynecology, is also a fellow of both the American College of Sur- 
geons and the American College of Obstetrics and Gynecology. A 1937 gradu- 
ate of the University of Pennsylvania School of Medicine, he chose the 
Methodist Episcopal Hospital for both his internship and residency. Cur- 
rently engaged in private practice in Philadelphia, he is assistant professor 
of obstetrics and gynecology at Pennsylvania’s School of Medicine and 
Graduate School. He is associate in obstetrics and gynecology at Pennsylvania 
Hospital and assistant in obstetrics and gynecology at Lankenau Hospital. 


and were delivered from four to six days after 
the expected date of delivery. However, three of 
the four cases did not fulfill all of the recom- 
mended requirements for elective induction of 
labor. These three represent the necessity for 
timing any elective induction of labor by the vag- 
inal findings rather than by use of a calendar. 

The two scalp lacerations occurring at the time 
of the amniotomy were minor and caused no 
subsequent difficulties. 

It seems obvious that the decrease in serious 
fetal complications was directly related to the 
improved selection of patients and the improved 
techniques of induction during the later years. 


Treatment of Paralytic Ileus 
Without Gastrointestinal Suction 


Six hundred cases of paralytic ileus are presented 
in which 300 were treated with gastrointestinal 
suction and the remaining 300 had suction 
withheld. The purpose of this study was to de- 
termine whether continuous aspiration of fluid 
and gas served a useful function in treatment 
of paralytic ileus. 

Secretions into the digestive tract from all 
sources are about 8,000 ml. per day. Of this 
amount, 500 to 1,000 ml. are aspirated daily if 
suction is employed. This suggests that the re- 
maining 7,000 ml. of secretions are reabsorbed. 
If this premise is correct, the intestinal tract 
should also be able to reabsorb the small fraction 
of secretions removed by suction. The second and 
most important function of gastrointestinal suc- 
tion would be that of aspiration of gas. The 
major source of gas, however, is swallowed air. 
Significant amounts of air are swallowed only 
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during deglutition and the patient with paralytic 
ileus who would be on “nothing-by-mouth,” 
swallows little air that cannot be handled by the 
intestinal tract. 

According to Gerber and his coworkers, gastro- 
intestinal suction is not an innocuous procedure. 
Complications from simple dry mouth and sore 
throat to severe respiratory problems, esophageal 
ulcerations and stricture and perforation of the 
upper intestinal tract are frequently encountered. 
In addition, fluid and electrolyte requirements 
may become a problem. While the loss of water 
and electrolytes via biliary drainage, diarrhea and 
ileostomy may be unavoidable, loss due to naso- 
gastric suction is clearly iatrogenic. Of the 300 
patients treated by intubation, 14.3 per cent 
developed respiratory complications (pneumonia, 
atelectasis, bronchitis, sinusitis, pharyngitis) as 
compared with only 3 per cent in those not 
treated with a tube. 

The 300 patients treated without a tube were 
more comfortable, required less nursing care and 
recovered as quickly as those that were intubat- 
ed. (S.G.O., 107:247, 1959.) 
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Examination of the Emphysematous Patient 


MILTON B. COLE, M.D. 
AND ALFRED H. LAWTON, M.D. 


Veterans Administration Center 
Bay Pines, Florida 


Although elaborate ventilatory studies yield 
valuable data in the emphysematous patient, 
these studies are often unnecessary 

aif a careful history is taken 

and a detailed physical examination is made. 
The clinical techniques are simple 

and are applicable as office procedures. 

A differential diagnosis between the several 


varieties of emphysema can be made quite easily. 


CHRONIC pulmonary emphysema has become one 
of the most common causes of disability in our 
aging population. As patients with tuberculosis 
require shorter hospitalization and thus occupy 
fewer beds, their places are being taken by res- 
piratory cripples, many of whom have emphy- 
sema as the primary reason for their disability. 
All too frequently, emphysematous patients are 
admitted to the hospital with a diagnosis of 
asthma and are discharged with the same diag- 
nosis, with no attempts having been made to 
determine if the emphysema is secondary to 
either extrinsic or intrinsic bronchial asthma or if 
the bronchial obstruction is secondary to primary 
emphysema. In addition, the degree of dysfunc- 
tion is seldom documented beyond the statement 
that it is mild, moderate or severe. In many in- 
stances the diagnosis is made only from a routine 
x-ray film or from the results of ventilatory 
studies in a pulmonary function laboratory. 

The etiologic, functional and organic compo- 
nents in cardiac failure are recorded universally. 
This is not true in respiratory failure, in part due 
to confusion as to the criteria for classification. In 
addition, many clinicians do not appreciate the 
amount of information which can be obtained 
from the history and physical examination at the 
bedside, supplemented by bedside ventilatory 
function tests. 


Classification of Emphysematous Patients 


One of the purposes of the longitudinal study 
of emphysema at Bay Pines VA Center was to 


Investigations of emphysema patients at the Bay Pines VA Center 
included bedside ventilatory studies. Results obtained with a modified 
McKesson-Scott Vital Capacity Apparatus (shown at left) were com- 
pared with those obtained on a Collins Respirometer. 
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determine how to estimate the criteria for the 
presence of emphysema, its type, and the func- 
tional disturbance associated with it. This neces- 
sitated acceptance of a definition and a classifica- 
tion. A patient was considered to have emphy- 
sema if there was prolongation of expiration due 
to bronchial obstruction. Several varieties were 
recognized : 

1. Acute obstructive emphysema associated 
with a periodic attack of extrinsic bronchial 
asthma. 

2. Chronic obstructive emphysema secondary 
to repeated attacks of extrinsic bronchial asthma. 

3. Chronic obstructive emphysema associated 
with and secondary to intrinsic bronchial asthma. 

4. Primary obstructive emphysema with bron- 
chitis, cough and sputum production. 

5. Primary obstructive pulmonary emphysema 
without cough, bronchitis or sputum production. 

6. Obstructive emphysema as part of the pul- 
monary fibrosis secondary to: 

a. Silicosis, asbestosis, etc. 
b. Phosgene and other gaseous poisons. 
ce. Radiation pneumonitis, lipoid pneumo- 


nia. 
d. Tuberculosis, fungous infection. 
e. Acute or chronic interstitial fibrosis. 
7. Foreign body, tumor or aneurysm, within 
or without the bronchial tree, causing bronchial 
obstruction. 


EXTRINSIC ASTHMA 


Extrinsic, asthma is a constitutional disease 
which begins in infancy and lasts throughout life. 
The attacks in the early years of activity of the 
disease are always periodic, with completely free 
periods ‘between. This is the most important 
point to be elicited from the history. During each 
attack there is air trapping with resultant acute 
diffuse emphysema, which disappears completely 
as the attack subsides. It takes many years of 
intermittent attacks before significant organic 
emphysema is produced. These are the patients 
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FIGURE 1. Patient (G. S.) with advanced primary emphysema. 
Note the short neck, increased A-P diameter and evidences of 
intercostal hypertrophy. 


who react to skin tests with various allergens and 
are the only ones for whom specific treatment is 
indicated. 


INTRINSIC ASTHMA 


Intrinsic asthma begins usually around the 
fortieth year. In a typical case there may be nasal 
symptoms of vasomotor rhinitis for a short time 
preceding the onset of cough, or cough may be the 
presenting symptom. The cough occurs in par- 
oxysms, and from its inception there are no com- 
pletely free intervals. After several months of 


103 


=, 
f re 4 
% 
0 4% 
- 
t 
— 


Examination 
of the Emphysematous 
Patient 


attacks of spasmodic dry cough, the first attack 
of asthma occurs. Once established there are no 
free periods, although there are exacerbations 
and recessions in the severity and frequency of 
acute attacks. This is a highly allergic condition 
due to unknown allergens. Skin tests are useless. 
Because these allergic reactions are present con- 
tinuously, bronchial distortion and chronic em- 
physema with cor pulmonale develop rapidly. 


PRIMARY OBSTRUCTIVE PULMONARY EMPHYSEMA 


Primary obstructive pulmonary emphysema 
begins usually around the fortieth year with a 


FIGURE 2. Shows hand position for determination of costal 
margin flare. 


gradual loss of exercise tolerance and dyspnea on 
exertion. A nontroublesome cough may or may 
not have preceded the onset of symptoms. As a 
general rule, no allergic history can be elicited. In 
the early stages patients have more difficulty 
during daylight hours, and nocturnal attacks 
occur usually only after the process has pro- 
gressed. The attack differs materially from that 
seen in bronchial asthma, where the dyspnea and 
wheezing are present for hours, unless specifically 
treated, and terminate gradually. F 

In contrast, the emphysematous attack is of 
short duration and is relieved promptly by 


FIGURE 3. Shows percussion technique in determining dia- 
phragmatic height and movement. Lines indicate maximum 
inspiratory and expiratory excursion. 
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-oughing up plugs of mucus. Those who have 
oss-advanced disease and who have ao nocturnal 
\ttaecks need a few minutes to an hour or two on 
rising to clear their respiratory tract and to stop 
he dyspnea and cough which occur at that time. 
‘xamples of emphysema are seen in which there 
.re no cough and no nocturnal or daily morning 
ttacks of dyspnea, the dyspnea being entirely 
-xertional. 


of Patient 


Having placed the patient temporarily in one 
of the foregoing categories in accordance with 
the history, we now turn to the examination. 
We have found the following procedures of great 
value: 

Observation during the history-taking (Figure 
1) will have afforded an opportunity to notice the 
presence or absence of dyspnea, tachypnea or 
cyanosis, the depth of breathing, how the chest 
moves during inspiration and expiration, whether 
or not accessory respiratory muscles are being 
used, and if the chest is increased in anterior- 
posterior diameter. Engorgement of neck veins, 
if present, will have been noted. 


SHAPE AND SIZE OF FACE 


In addition to these points, it is important to 
look at the face as a whole in relation to the head. 
When looked at from the side, the area of the face 
should be practically equal to that of the skull. 
The skull, one-fifth adult size at birth, multiplies 
itself during the first five years of growth, so that 
the capacity of the brain pan at 6 years is the 
same as that of the adult. The face is an append- 
age of the skull and must expand five multiples 
in five years to keep pace. Anything which dis- 
turbs growth during these very important years 
will be reflected in the ultimate shape and size 
of the face. 

A small triangular face, with flattened malar 
prominences, narrowed palatine arch, deflected 
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nasal septum and orthodontic deformity of some 
degree, frequently overbite, are common evi- 
dences of this growth disturbance. The presence 
of these facial characteristics in a patient should 
suggest that the emphysema is at least in part 
secondary to extrinsic bronchial asthma, since 
this condition is one of the most common causes 
of growth disturbances in infancy and young 
childhood. 


PALPATION 

Palpation is of great importance in chest ex- 
amination, when combined judiciously with ob- 
servation. Its most useful application is in the 
estimation of diaphragmatic height and move- 
ment as related to the flare of the lateral costal 
margins. In observing this phenomenon, it is 
preferable to have the patient lie quietly on his 
back, but it may be performed with the patient 
standing. Face the patient and place the thumbs 
on the inner edge of each costal margin so that the 
lateral angle rests in the space between the 
thumb and the index finger. The hand is turned 
outward so that it lies flat on the lower ribs on 
each side (Figure 2). 

Under normal conditions the pull of the dia- 
phragm during its contraction and descent is 
somewhat less than that of the muscles of the 
chest wall, resulting in an outward smooth, bi- 
laterally even movement or flare of the costal 
margins. When the diaphragm is lowered, the 
curve through which it pulls is lessened and its 
mechanical force correspondingly increased. This 
increase in mechanical force neutralizes in part 
the pull of the chest wall muscles and limits the 
costal margin flare. When the curve of the dia- 
phragm approaches a straight line, its pull is 
sufficient to neutralize all chest wall effort and 
the costal margins do not move outward at all or 
may, in fact, be pulled inward during inspiration. 
This phenomenon may be studied quantitatively 
in an acute severe asthmatic attack. During the 
attacks there is no costal margin flare. After the 
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administration of epinephrine, flare begins to ap- 
pear as the attack subsides, and when the attack 
is terminated the flare returns to normal. The 
degree of limitation of costal margin flare may 
be used, therefore, to judge the height and move- 
ment of the diay»ragm. 

Patients with .vng-standing emphysema devel- 
op hypertrophy of the intercostal muscles. When 
significant hypertrophy is present, costal margin 
flare ceases to be smooth and there is a sudden 
sharp outward and upward movement of the 
margins near the end of a forced inspiration, due 
to the increased pull of these muscles. The over- 
distended lung overlying the heart makes palpa- 
tion of the apex at best difficult and frequently 
impossible. In addition to routine percussion 
of the chest when hyperresonance due to the 
increased air content of the lung is usually noted, 
the level of each diaphragm at the end of a 
maximal inspiration and expiration is percussed. 

The height and movement of each diaphragm 
can then be measured (Figure 3). Since lower- 
ing of the diaphragm and limitation of its move- 
ment is proportional to the degree of emphysema 
in an uncomplicated case, this procedure is of 
great value in estimating the severity of disease 
when used with the estimation of diaphragmatic 
and chest wall movement by the costal margin 
flare. Limitation of diaphragmatic movement 
must be correlated with the hypertrophy of the 
chest wall muscles in making this estimation. 

We have found it to compare favorably with 
the measurements of diaphragmatic movement 
when single breath inspiratory and expiratory 
films are made, using a rapid cassette changer. 
In 130 such measurements, compared with re- 
corded findings obtained by the above clinical 
methods, variations of 1 cm. or less were obtained 
in 41.5 per cent. The mean difference was 1.34 
cm., with a range from 0 to 4.5 em., with 93.8 
per cent falling within 0 to 3 cm. These differ- 
ences may not be real at all, since several tech- 
nicians make the x-rays and the patient may not 
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have made a maximum effort. The variation is 
no greater than that obtained in repeat observa- 
tions of vital capacity, as will be discussed later. 

Here it should be noted that occasionally one 
sees a patient with an overdistended chest, some 
kyphosis and shortness of breath on exertion, in 
whom there is marked limitation of movement 
of the chest wall and in whom diaphragmatic 
height and movement are normal. Symptoms are 
due to disease of the intervertebral disks and the 
spine, with chest wall fixation. These patients have 
lost the contribution of chest wall movement 
to respiration and depend entirely on the dia- 
phragm for the negative pressure during inspi- 
ration. They do not have obstructive emphysema. 


AUSCULTATION 


The usual auscultatory findings consist of di- 
minished breath sounds and a prolongation of the 
expiratory phase of respiration. The presence of 
wheezing rales should alert the examiner to the 
presence of bronchial asthma and help in the 
ultimate classification of the patient’s disease. The 
heart sounds are usually distant. It may be diffi- 
cult to hear the sounds at the apex. Frequently 
the first sound can be heard best over the xyphoid. 
The difference in intensity of the sound at the 
apex and over the xyphoid is an index of the 
amount of lung overlapping the heart. If the 
heart sounds at the base can be heard well, it is 
important to note the relative intensity of the 
aortic and pulmonary second sounds, an accentu- 
ation of the latter being an indication of the 
existence of considerable pulmonary hypertension. 

When the results of these clinical findings are 
correlated, one has a very good impression of the 
extent of the emphysema and the limitation of 
respiratory function secondary to it. The patient 
is then observed after exercise, such as walking 
at a fixed speed while talking to the examiner. 
Additional information as to the respiratory re- 
serve will be obtained since the patient will have 
difficulty in talking as dyspnea develops. 
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VENTILATORY STUDIES 


All too often, instead of careful clinical consid- 
ration of the patient, or before such a survey, a 
quest is made to have ventilatory studies made 
1. a pulmonary function laboratory. If such a 
.boratory is not available, the physician fre- 
uently makes no attempt to estimate respira- 
ory reserve, feeling that since he has no objec- 
_ive criteria he cannot assess his clinical findings. 
This need not be true. 

During our investigations we compared the 
results of bedside ventilatory studies, using a 
modified MeKesson-Scott Vital Capacity Ap- 
paratus, with those obtained on the Collins 
Respirometer. The McKesson-Scott apparatus 
was modified to make easier the readings of 
timed as well as total vital capacity. 

Extension of the calibration to the outside and 
a wire soldered to the pointer make reading easy. 
The examiner reads off the level at one second 
and three seconds as the pointer moves. A little 
practice enables one to estimate seconds with 
reasonable accuracy. It is possible to estimate 
30 seconds with a one-second error. Since our 
work was reported, the McKesson Appliance 
Company has put on the market a revised model 
of the Vital Capacity unit which was devised for 
recording electrically timed vital capacity. 

No significant differences in one second, three 
second or total vital capacity were observed. The 
fact that maximum breathing capacity cannot be 
measured by this simple method is of no real 
clinical importance, as the differences between 
timed and total vital capacity on the one hand 
and maximum breathing capacity on the other 
are too small to influence the final decision as to 
the status of the patient. There is another dis- 
tinct and important advantage to the simple bed- 
side method. The physician who is examining the 
patient observes the movement of the apparatus. 
He notes the regularity and speed of movement, 
and particularly if cough is produced by blowing 
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FIGURE 4. X-ray of chest of emphysematous patient (G. S.). 
Note flattened diaphragm, with irregular contour, widened 
intercostal spaces, flaring of lower thoracic cage and clearness 
of lung fields. 


FIGURE 5. X-ray of chest during maximum inspiration, show- 
ing normal configuration. 
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Examination 
of the Emphysematous 
Patient 


into it. Cough during the procedure usually indi- 
cates some mucous plugging in the bronchial tree 
and makes re-examination imperative after ade- 
quate spraying with bronchial shrinking and 
dilating medications. 

We have noted no significant increase in the 
results of ventilatory studies either at the bed- 
side or in the pulmonary function laboratory after 
nebulization in emphysematous patients in whom 
wheezing is absent or in whom cough is not pre- 
cipitated by blowing into the various machines. 

Reports of improvement after nebulization in 
pure emphysema must be carefully analyzed and 
compared with the standard error of the method 
used in studying this type of patient. We base 
this statement on our observations of 64 pairs of 
total vital capacity estimations performed on 21 
patients during a period of 60 minutes, using the 
Gaensler Timed Vitalometer. The patients were 
placed in line. Each patient, after a pair of obser- 
vations, was placed in the back of the line and 
was retested at least three times. Variations of as 
much as 25 per cent were observed. These could 
not be attributed to poor cooperation of the pa- 
tients, since similar differences were obtained in 
some patients when tested under deep hypnosis. 


OTHER TESTS 


Fluoroscopic Examination. The examiner’s im- 
pression of the patient’s status may be confirmed 
by fluoroscopic examination. The height and 
movement of each diaphragm may be noted first 
during quiet breathing, and later during a full 
inspiration and expiration, and during coughing 
and sniffing. Diaphragmatic adhesions, if present, 
will be observed. The relative importance of dia- 
phragm movement and of that due to hyper- 
trophied chest wall muscles can be determined 
readily and affords a check on the information 
obtained by costal margin flare. 

Chest X-ray. The size and shape of the heart, 
which is usually small in uncomplicated emphy- 
sema, are of great importance since enlargement 


108 


of the pulmonary outflow tract is an indication of 
pulmonary hypertension and is of considerable 
prognostic importance. A chest x-ray should al- 
ways be obtained to rule out other types of pa- 
thology, and to estimate the amount of fibrosis. 

A routine chest film (Figure 4) is of value in the 
diagnosis of emphysema only in the presence of 
advanced disease, and varies directly with its 
severity. The diagnosis should never be made by 
the clinician on x-ray evidence alone. Films made 
during full inspiration and expiration (Figure 5) 
of the same breath will delineate the height and 
movement of each diaphragm and will thus cor- 
roborate the findings previously obtained by 
percussion and costal margin flare. Similarly, one 
may make an electrocardiogram and look for 
evidences of right heart strain or enlargement. 
These changes, however, occur only in advanced 
disease and usually only confirm the information 
previously elicited. 


Conclusions 


Classification of the emphysematous patient is 
essential to proper treatment. Adequate con- 
cepts, history-taking and physical examination, 
supplemented by portable bedside ventilatory 
studies, are sufficient for the classification of most 
patients and for ah estimation of the degree of 
ventilatory dysfunction. 

If more information is needed, it is question- 
able if more elaborate ventilatory studies will be 
of great assistance. Determination of arterial 
blood oxygen saturation, CO, content and pres- 
sure, and pH are of distinct value and cannot be 
approximated closely by any bedside methods. 
Efforts to have these studies available will be 
more rewarding than any extension of the venti- 
latory studies beyond those outlined above, which 
can be done at the bedside. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 
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Blood in the Urine Demands Immediate Investigation 


A SYMPTOM that demands the immediate atten- 
tion of, and exhaustive study by, the clinician is 
blood in the urine. Blood in the urine, or hema- 
turia, is a symptom of a wide spectrum of patho- 
logic lesions ranging from systemic disease, dis- 
ease of extraurinary tract origin, to disease local- 
ized in the genitourinary tract. 


Wide Range of Causes 


Hematuria may be associated with such sys- 
temic diseases as acute fevers—scarlet fever, rheu- 
matic fever, tonsillitis and measles; chronic infec- 
tion such as endocarditis and malaria; blood 
dyserasia such as hemophilia, polycythemia vera, 
purpura hemorrhagica, leukemia and sickle cell 
anemia; deficiency and dietary disease such as 
seurvy and hepatic deficiency; illness after medi- 
cation with such agents as Urotropin, mandelic 
acid, sulfonamides, salicylates and barbiturates; 
diseases of unknown origin such as Hodgkin’s 
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Regardless of the amount of hematuria, 

every effort should be made to find the cause. 
Painless hematuria may be the first indication 
of malignancy in the genitourinary tract. 

If there are symptoms an inflammatory process 
should be suspected. In certain cases cystoscopy 
and special blood studies may be required. 


disease, hypertension or arteriosclerosis with 
renal involvement, periarteritis nodosa and 
glomerulonephritis; intrinsic disease of the gent- 
tourinary tract such as renal calculi, nephritis, 
neoplasm, acute or chronic infection including 
tuberculosis; there may be ureteral, vesical, blad- 
der neck or urethral infection, tumor, stricture, 
calculi or trauma; extraurinary tract lesions such 
as acute appendicitis, diverticulitis of the colon, 
neoplasm of the colon, rectum or pelvic struc- 
tures, and acute or chronic salpingitis. 

This outline of possible causes of hematuria is 
by no means an exhaustive analysis, but it points 
the directions in which the clinician should be 
thinking when his patient reports the symptom 
of hematuria. 


Relation to Age and Sex 


Age and sex are determining factors in con- 
sidering possible sources of hematuria. Table 1 
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Blood in the Urine 
Demands 
Immediate Investigation 


summarizes my experience at Cleveland Clinic 
in regard to the frequency of causes of hematuria 
in relation to age and to sex. It can be seen that 
inflammatory lesions were often the causes of 
hematuria in persons under 10 years of age, and 
that they were the chief causes in both sexes 
between the ages of 11 and 41 years. However, 
malignant lesions, that is, Wilms’s tumor of the 
kidney, may be the cause of hematuria in chil- 
dren. Inflammatory lesions and neoplasms often 
coexist. Between the years 41 and 50, in men, 
papilloma or carcinoma of the bladder was found 
to be the chief cause of hematuria; it was observed 
less often in women in the same age bracket, in- 
flammatory lesions still being the primary factors. 


Diagnosing the Cause of Bleeding 


From the foregoing outline and Table 1 it is seen 
that almost every disease of the urinary tract— 
and many outside of the urinary tract—can be 
responsible for the occurrence of bleeding. It is 
highly important not to be misled by the lack 
of severity of bleeding or of pain. It is of equal 
importance to realize that extremely profuse 
bleeding is not indicative necessarily of severe 
or irreversible disease. These two observations 
serve to emphasize the necessity of careful testing 
and diagnostic examination to establish the cause 
of the hematuria, so that the appropriate treat- 
ment or palliation can be instituted without loss 
of time, and possibly of life. 


The Author 
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Inflammatory lesions of the urinary tract are 
usually accompanied by symptoms of dysuria, 
frequency, urgency and nocturia. These symp- 
toms may be totally absent when the hematuria 
is associated with malignant or potentially malig- 
nant lesions. 


VALUE OF PROMPT DIAGNOSIS 


It is the clinician’s special responsibility to 
make an exhaustive investigation to determine 
the cause of hematuria. The patient should con- 
sult his physician immediately upon noting signs 
of blood in the urine. However, patients may not 
realize that this is their responsibility unless we 
as physicians impress upon them, and the public 
at large, the significance of hematuria and what 
we can do about establishing the cause—and 
possibly accomplishing a cure when we are con- 
sulted—before the hematuria has become a 
symptom of long standing. 


HARD-TO-DIAGNOSE CASES 


In bygone years when a patient consulted the 
physician because of hematuria, and the physi- 
cian could determine no immediate cause for it, 
it was diagnosed as “essential hematuria.” This 
term, now obsolete, implied that hematuria was 
an entity, a disease in itself, that it could be 
treated as a disease. This very concept was a 
disservice to the patient, since it tended to halt 
exhaustive investigation for the elusive or ob- 
scure underlying disease that produced the 


CHARLES C. HIGGINS, m.p. is head of the Department of Urology of The 
Cleveland Clinic Foundation and The Frank E. Bunts Educational Insti- 
tute. Dr. Higgins earned his medical degree at Washington University, St. 
Louis. His postgraduate studies were conducted both in this country and 
abroad. Dr. Higgins is a former president of the American Urological Asso- 
ciation, a former president of the American Association of Genito-Urinary 
Surgeons and currently he is vice president-elect of the American College of 
Surgeons. He is chairman of the executive committee, Section on Urology, of 
the American Medical Association. 
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»leeding. The term was a confession that the 
»hysician had not made an exhaustive study of 
he patient’s physiologic status. 

Hematuria is not a disease in itself—it is a 
.ymptom of a disease that must be identified to 
be treated. We must use every available means 
‘o ascertain the cause of bleeding, or we are 
‘erelict in our duty. This mandate includes mak- 
ing follow-up studies even when microscopic 
nematuria is detected in the routine urinalysis of 
asymptomatic patient. 


CHARACTER OF HEMATURIA 


In women, if pathologic bleeding occurs inde- 
pendently of urination, the source of bleeding is 
the urethra, the vagina or the rectum; a pelvic 
examination is essential. In both sexes, cysto- 
scopic and rectal examinations should be standard 
procedure. In women, the test specimen of urine 
should be obtained with a catheter. 

In men, when blood is present only at the be- 
ginning of urination, the lesion is probably in 
the anterior or prostatic urethra. If on urination 
the bleeding is terminal, the lesion is likely to 
be in the posterior urethra, or, occasionally, in 
the neck of the bladder. When the urine and the 
blood are well mixed, the bladder, the ureters or 
the kidneys are the sites of lesions. 


COMPLETE LABORATORY DATA 


To determine the cause of gross or of micro- 
scopic hematuria, complete laboratory data must 
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be obtained. The standard urinalysis should be 
supplemented with special hematologic and 
urologic studies such as tests for blood dyscrasia, 
Addis determination and urea clearance, when 


the cause of blood in the urine is not obvious. 


TABLE 1. 


Frequency of Causes of Hematuria 
in Relation to Age and Sex 


(BASED ON RECORDS OF THE AUTHOR’S PATIENTS) 


Age, years Sex 


Causes of hematuria in order of frequency 


Infancy 
14 


5-10 
11-30 


31-40 


41-50* 


51-60 


61-70 


Ulceration of a stenosed urethral meatus 

Cystitis, pyelonephritis, glomerulonephritis, 
Wilms’s tumor 

Glomerulonephritis, cystitis, pyelonephritis 

Inflammatory lesions as cystitis, pyelonephritis, 
calculi in or papilloma of the bladder (rarely) 

Inflammatory lesions, papilloma of the bladder, 
renal calculi 

Inflammatory lesions, renal calculi, papilloma of 
the bladder 

Papilloma or carcinoma of the bladder, calculi, 
inflammatory lesions 

Inflammatory lesions, calculi, neoplasms of the 
bladder 

Neoplasms of the bladder, hypertrophy or carci- 
noma of the prostate gland, cystitis 

Neoplasms of the bladder, cystitis 

Prostatism (benign or malignant), neoplasms of 
the bladder, inflammatory lesions 

Neoplasms of the bladder, cystitis 


*Neoplasms of the kidneys and the bladder are more likely to occur in 
persons more than 40 years of age, but may occur in all age groups. 
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The diagnosis of angina pectoris 

is not always easy and must be clearly 
differentiated from many conditions 

in the gastrointestinal tract, 

the musculoskeletal system, the nervous system, 
the lungs and the heart itself. 

The treatment may run the gamut . 

of simple measures involving restriction 

of activity and drugs, to complicated 

surgical procedures. 


Current Concepts in Diagnosis and Treatment 
of Angina Pectoris 


JOHN T. LECKERT, M.p., 
CLAUDE C. CRAIGHEAD, 


AND BYRON M. UNKAUF, m.p. 


Departments of Medicine and Surgery 

Louisiana State University School of Medicine and the 
Departments of Cardiology, Surgery and Orthopedics 
Browne-McHardy Clinic 

New Orleans, Louisiana 


ANGINA PECTORIS results from myocardial anoxia. 
The underlying mechanism is a relative dis- 
proportion between the amount of blood re- 
quired by the myocardium and that supplied 
by the coronary arteries. It may be defined as the 
sudden onset of chest pain, usually substernal or 
precordial in location, which is precipitated by 
exertion, emotional stress or a heavy meal, and 
relieved by rest and/or nitroglycerin. It is of a 
transient nature, lasting for about one to ten 
minutes. 


Etiology 

Coronary arteriosclerosis, with or without 
coronary occlusion (Figure 1), is the most com- 
mon etiology of angina pectoris. In the studies of 
Zoll and associates, arteriosclerotic narrowing 
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and occlusions of the coronary arteries were ob- 
served in 159 (90 per cent) of the 177 hearts of 
patients with angina pectoris. Old occlusions 
were present in 108 of these and narrowing alone 
in only 51. 

Other less common causes of angina pectoris 
are coronary spasm, myocardial hypertrophy, 
aortic valvular disease and syphilitic aortitis in- 
volving the ostia. The rare causes of angina pec- 
toris may be listed as Raynaud’s disease, polyar- 
teritis nodosa, thromboangiitis obliterans and 
metastatic tumors involving the coronary ar- 
teries. In the presence of existing heart disease, 
anemia, hyperthyroidism, polycythemia vera and 
hypotension induced by antihypertensive drugs 
may be contributing causes of angina. 


Diagnosis 

The pain is most commonly substernal or pre- 
cordial (Figure 2). It may radiate to both arms, 
neck, shoulders, back, throat, teeth or epigas- 
trium. The pain is usually pressing, squeezing or 
choking in character. It may be described as a 
heaviness or gas. It is sometimes severe, crushing 
or viselike. 

The electrocardiogram usually establishes the 
diagnosis of angina pectoris, but it may be nor- 
mal even after exercise. At rest there may be ab- 
normal T waves or evidence of a healed myo- 
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cardial infarction. It may show transient changes 
during or after an anginal attack, which consist 
of ST segment depression and/or abnormal T 
vaves. These changes may also occur or be Aaccen- 
‘uated after an exercise tolerance test (Figure 3). 

Prinzmetal has described a variant of angina 
vectoris which is characterized by pain on rest or 
during ordinary activity, lasting several minutes. 
During the attacks the electrocardiogram shows 
marked elevation. of the ST segment, in contra- 
distinetion to classical angina which causes ST 
segment depression. 


Differential Diagnosis 

In the differential diagnosis of angina pectoris, 
cardiac, cardiopulmonary, pleuropulmonary, 
neurologic, gastrointestinal and musculoskeletal 
disease will be considered (Figure 5). 


CARDIAC DISEASES 


Myocardial infarction (Figure 4) and acute 
coronary insufficiency (acute myocardial is- 
chemia). In both of these the pain is more severe 
and prolonged, not relieved by rest, but may be 
temporarily relieved by nitroglycerin. Shock may 
be present in both, but is more severe with infarc- 
tion. Fever and a pericardial friction rub fre- 
quently accompany an infarction. Within 24 to 
72 hours the electrocardiogram may be diagnos- 
tic. Infarction is accompanied typically by a 
leukocytosis, elevated sedimentation rate and an 
elevated serum transaminase. The latter should 
appear in about 24 hours and last until about 72 
hours. 

Acute Pericarditis. The pain is typically per- 
sistent, precordial, radiating to the neck, left 
shoulder and epigastrium. It may be increased on 
deep inspiration, and is not relieved by rest or 
nitroglycerin. Fever and a pericardial friction 
rub may be present, but the rub is usually more 
extensive in distribution and of longer duration 
than a myocardial infarction. The electrocardio- 
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gram typically shows elevated ST segments in 
most leads and later inverted T waves in these 
same leads. There may be a leukocytosis and an 
elevated sedimentation rate. 


CARDIOPULMONARY DISEASE 

Pulmonary Hypertension (Figure 6). The pain is 
of identical location, radiation, quality, intensity 
and with the same precipitating causes as angina 
pectoris. It is often relieved by rest, oxygen, 
Isuprel and aminophylline, but less commonly 
by nitroglycerin. It may last for hours or days. A 
history of chronic cough may be elicited. Cyano- 
sis usually accompanies the pain. There may be 
dyspnea and wheezing. Electrocardiographic 
evidence of right ventricular hypertrophy or 
radiographic findings of right ventricular en- 


Etiology 


MOST COMMON 


Coronary arteriosclerosis 
With occlusion 
Without occlusion 


Coronary spasm 

Myocardial hypertrophy 

Aortic valvular disease 

Syphilitic aortitis (involving 
the coronaries) 


LESS COMMON 


RARE Raynaud’s disease 

Polyarteritis nodosa 

Thromboangiitis obliterans 

Metastatic tumors (involving 
the coronaries) 


Anemia 

Hyperthyroidism 
Polycythemia vera 
Hypotension (drug induced) 


CONTRIBUTORY 
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Current Concepts 
in Diagnosis and Treatment 
of Angina Pectoris 


largement are usually present. The pain is prob- 
ably the result of right ventricular hypertrophy 
and the resulting relative anoxia. For this reason, 
some authorities consider this a form of true 
angina. 


DIAGNOSIS—LOCATION OF PAIN 


PLEUROPULMONARY CONDITIONS 


Spontaneous Pneumothorax (Figure 7). The 
pain is of sudden onset and localized to the in- 
volved side. It may radiate to the neck or shoulder 
and is increased on breathing and accompanied 
by dyspnea. In severe cases there is decreased 
voice and breath sounds with hyperresonance to 
tympany on the involved side with a shift of the 
mediastinum to the opposite side. The chest 
x-ray is diagnostic, but should be taken in both 
inspiration and expiration. 

Mediastinal emphysema may accompany a 
spontaneous pneumothorax. The pain is sudden, 
severe and localized to the substernal or pre- 
cordial regions with radiation to the neck or 
shoulder and increased on respiration. There may 
be dyspnea, tachycardia and shock. A medias- 
tinal crunch may be present. The electrocardio- 
gram is normal. PA and lateral x-rays may 
demonstrate air in the mediastinum and neck. 

Pleurisy. Pain is increased on respiration, a 
pleural friction rub may be heard in acute cases 
and there also may be signs of fluid or a thickened 
pleura. The chest x-ray is usually diagnostic. 


NERVOUS SYSTEM 


Neurocirculatory Asthenia. The pain is pre- 
cordial without typical radiation. It is vague in 
character and although it may be precipitated by 
exertion it does not have the sudden onset of an- 
gina. It often lasts hours or days. There may be 
tenderness of the left breast. Dyspnea, palpita- 
tion, faintness, exhaustion, dizziness, tremor, 
sweating and nervousness are frequent. The 
physical examination and chest x-ray should be 
normal. Kannel and associates studied 203 cases 
of neurocirculatory asthenia and found that 
electrocardiograms characteristic of heart disease 
do not occur in this condition. Furthermore, the 
same kinds of electrocardiographic abnormalities 
are found in this condition as in normal controls 
and in the same frequency. 
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Herpes Zoster. There is a prodromal period of 
‘hree or four days characterized by malaise and 
‘ever. The pain follows the distribution gf the 
nerve involved and frequently precedes the rash. 
The appearance of the vesicular rash in the nerve 
distribution confirms the diagnosis. 

Cervical Radiculitis. The pain may vary from 
dull to severe. It is most frequently unilateral but 
can be bilateral. It may radiate to the shoulder, 
arm, forearm, hand and finger and occasionally 
to the precordium, anterior chest and parascapu- 
lar area. There are numerous attributable causes, 
among them hypertrophic osteoarthritic spur 
and intervertebral disk protrusion. The pain fre- 
quently can be reproduced by neck movements 
and on cervical compression. Motor, sensory or 
reflex changes may be present. There usually is 
parascapular point tenderness and protective 
muscular spasm in the more severe cases, chiefly 
involving the scalene muscles on the affected side 
or even bilaterally. 

Cervical cord tumor usually has a pain distribu- 
tion similar to cervical radiculitis, but the onset 
is usually insidious with a progressive course. 
Sensory and/or reflex changes may be present, 
but frequently the motor power is affected early, 
especially for fine movements. The myelogram 
findings are usually suggestive, but the diagnosis 
is only confirmed by histologic section of the 
space occupying lesion. 


GASTROINTESTINAL CONDITIONS 

Diaphragmatic Hernia (Figure 8). The pain 
may be low substernal, radiating to the back, 
neck, shoulder, arm and epigastrium. It is fre- 
quently precipitated by reclining and relieved 
by erect posture. Dyspnea, dysphagia and regur- 
gitation may be present. If the intestine is in- 
volved in the hernia, signs of obstruction may 
occur. The x-rays (gastrointestinal series) should 
be diagnostic, but frequently must be taken in 
the Trendelenburg position to demonstrate the 
hernia. 
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Regurgitant Esophagitis. This frequently ac- 
companies hiatal hernia. The earliest symptoms 
may be dysphagia and pyrosis. The latter is sub- 
sequently accompanied by substernal heaviness, 
regurgitation and dysphagia. The pain is pre- 
cordial or low substernal with radiation to the 
back, shoulder, neck and subcostal area. It is fre- 
quently postprandial and at times, nocturnal. 
There may be intermittent bleeding without 
gross melena. Trendelenburg’s position and in- 
creased intra-abdominal pressure may be neces- 
sary to radiologically demonstrate the esophag- 
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eal incompetency. Demonstration of reflux, 
esophageal hypertonicity, wooliness or thicken- 
ing with expansibility of a stenotic area, and 
rarely, ulceration, are confirmatory of esophagitis. 
On esophagoscopy the mucosa may be friable, 
fiery red and edematous. Later, definite ulceration 
and coalescent erosions may be present. Biopsy 
is necessary to rule out other pathology. 

Cholelithiasis. The pain is frequently epigastric 
or right upper quadrant, with radiation to the 
back. It may be substernal or precordial with 
radiation to the left upper extremity. It is not 
related to exertion. It may occur at night. It may 
be relieved by nitroglycerin. There is usually a 
history of fatty food intolerance and intake of 
such foods may precipitate an attack. Nausea 
and vomiting frequently accompany episodes of 
pain. There may be jaundice, tenderness in the 
right upper quadrant and a palpable liver or 
gallbladder. Cholecystography may establish the 
diagnosis. The electrocardiogram may be sug- 
gestive of coronary disease. 


Pancreatitis (Figure 9). The onset of pain in 
acute pancreatitis is abrupt and agonizing. It is 
usually epigastric with radiation to the back, 
often to the loins and left epigastric and subscap- 
ular region. Collapse may occur shortly there- 
after. Vomiting is usual. Abdominal palpation 
elicits muscle guarding or true rigidity, particu- 
larly above the umbilicus. The elevated serum 
amylase and lipase are diagnostic. Glycosuria, 
hyperglycemia and hypocalcemia lend support 
to the diagnosis. 

Peptic Ulcer. The pain occurs most often one to 
four hours postprandially and is frequently re- 
lieved by food or alkali; night pain is common. It 
is usually epigastric with a tendency to be to the 
left of the midline in gastric ulcers. Posterior 
radiation of pain will occur with penetration of a 
duodenal ulcer into the serosa frequently with 
attachment to the pancreas. The pain of peptic 
ulcer may be substernal or radiate to the rib mar- 
gin. In the case of marginal ulcer the pain is usu- 
ally closer to or below the umbilicus, but often 
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,omewhat to the left. At times it may radiate to 
‘he back and the pectoral region. The diagnosis 
s, of course, established by a gastrointestinal 
eres. 

Cardiospasm. The symptoms frequently begin 
vith slight discomfort and a sensation of food 
ticking in the region of the xiphoid cartilage. 
Dysphagia recurs with gradual increase of fre- 
juency and severity. Eventually there may be a 
ensation of continuous discomfort behind the 
sternum. This discomfort may occur in the region 
of the ensiform cartilage and radiate to the neck, 
ower jaw or region of the ears. The pain may be 
precipitated by swallowing or emotional stress 
but not by exertion. It may be severe enough to 
cause pallor, sweating or even collapse. There 
may be night pain with aspiration of the esophag- 
eal contents into the trachea. Pressure from the 
overdistended esophagus may result in cough and 
dyspnea. Weight loss, anemia and nutritional 
deficiencies will eventually occur. The esopha- 
gram and esophagoscopy will establish the diag- 
nosis. 


MUSCULOSKELETAL SYSTEM 


Rib fracture produces pain increased on mo- 
tion, improved, but not relieved by rest. Initially 
the pain is diffuse over a large area but tends to 
become localized. The injury may have been 
minor or even forgotten. Diagnosis may be con- 
firmed by x-ray immediately. If there is no dis- 
placement or a hairline fracture, it may later be 
envisioned by the formation of callus. 

Multiple Myeloma. The pain is localized to the 
involved area, intermittent, eventually severe, 
increased on motion, unrelieved by rest or nitro- 


glycerin. Night pain is characteristic. There may — 


be tenderness over the involved bones. Weight 


loss and anemia gradually develop. The serum 


globulin is usually elevated with a typical elec- 
trophoretic curve. Myeloma cells in the bone 
marrow are diagnostic. Typical bone lesions on 
X-ray are present but not usually seen early. 
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Differential diagnosis 


Myocardial infarction 
Acute coronary insufficiency 
Acute pericarditis 


CARDIAC DISEASE 


CARDIOPULMONARY Pulmonary hypertension 
DISEASE 

PLEUROPULMONARY Spontaneous pneumothorax 
CONDITIONS Mediastinal emphysema 


Pleurisy 


Neurocirculatory asthenia 
Herpes zoster 

Cervical radiculitis 
Cervical cord tumor 


NERVOUS SYSTEM 


Diaphragmatic hernia 
Regurgitant esophagitis 
Cholelithiasis 
Pancreatitis 

Peptic ulcer 
Cardiospasm 


GASTROINTESTINAL 
CONDITIONS 


MUSCULOSKELETAL = Rib fracture 
SYSTEM : Multiple myeloma 
Cervical rib 
Cervical disk 
Cervical osteoarthritis 
Costoclavicular syndrome 
Tietze’s syndrome 


FIGURE 5. 


Cervical rib pain (Figure 10) radiates to the 
fifth and/or sixth dermatome distribution, with a 
long or gradual onset. The pain may be aggra- 
vated by turning the head toward the affected 
side and taking deep inspirations. X-ray con- 
firms the presence of the abnormal rib. 
Protrusion of a cervical disk is invariably char- 
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PULMONARY HYPERTENSION 


SPONTANEOUS PNEUMOTHORAX 


acterized by pain which may vary from dull to 
sharp, with the distribution in the cervical der- 
matome area. Coughing and sneezing increase the 
pain. Definite neurologic signs may be present 
with or without scalene muscle spasm. The my- 
elogram is diagnostic. 

Cervical Osteoarthritis. The pain is dull, in- 
fluenced by weather and activity. There may be 
both neck and occiput pain. There may be 
“cricks” in the neck. The x-rays show hyper- 
trophic spurring with encroachment and conse- 
quent narrowing of the nerve root foramen. The 
radiographs may show degeneration of the disk 
spaces with resultant narrowing of the space. 

Costoclavicular syndrome whose entity is dis- 
puted, is thought to be a narrowed space or outlet 
formed by the clavicle and the first rib, usually 
mechanically produced, with subsequent con- 
striction of the brachial plexus roots and the vas- 
cular bundle (subclavian vessels). The distribu- 
tion of the pain conforms to the ‘different com- 
ponents of the brachial plexus in the upper limbs 
affected. Obviously, so the advocates of this con- 
dition state, the position of the limbs affects the 
distribution and severity of the pain as well as the 
peripheral vascular circulation. This can be de- 
tected in the brachial as well as in the radial 
pulse and the capillary circulation. Tingling and 
numbness may be the early complaints. Veno- 
grams are usually stated to verify the condition. 
Others doubt the validity of the above. 

Tietze’s syndrome may be defined as the painful 


‘nonsuppurative swelling of the costochondral or 


sternoclavicular junctions. Tenderness over the 
involved area is present. Referred pain may be in 
the surrounding chest wall. A firm smooth mass 
may be both palpable and visible. A variant of 
this condition or syndrome is characterized by a 
painful, costochondral or costosternal junction 
associated with hyperventilation. It is more com- 
mon in females following mopping, sweeping or 
cleaning of windows. There is sharp localization 
of the pain in the third, fourth or fifth costochon- 
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DIAPHRAGMATIC HERNIA 


to dral cartilages on the left. There is tenderness of 
r- the involved junctions. Hyperventilation, as al- 
he ways, may result in alkalosis and some slight 
nt electrocardiographic abnormalities. 
y- 
Treatment 
be The natural course of angina pectoris is un- 
be predictable, so that all reports as to treatment 
r- are hard to evaluate. Certain general measures 
e- are of utmost importance in any program of man- 
he agement. These include discontinuance of smok- 
sk ing, psychotherapy and weight reduction in the 
presence of obesity. It is wise for the diet to be 
s- low in saturated fats and high in unsaturated 
“ lipids (Figure 11). 
DRUG THERAPY 
S- Sedatives or tranquilizers are of utmost value in 
1- all cases. 
- Coronary dilators may be divided into short- 
)S acting and long-acting drugs. The former are 
1- used for the relief of attacks, or may be taken to 
e prevent attacks before exertion or other events 
e such as bathing or coitus which may precipitate 
»- angina. Sublingual nitroglycerin seems to be the 
i] drug of choice, and is used in dosage of gr. 1/200 
d to 1/100 and may be repeated as needed. There 
)- is also a preparation containing nitroglycerin and 
pentaerythritol tetranitrate (Peritrate) which 
may be used very effectively sublingually. The 
1 latter drug has a prolonged effect and thus more 
r complete relief or protection is afforded. The 
e long-acting drugs are used to prevent angina. 
n Pentaerythritol tetranitrate (Peritrate) may be 
s used in dosage of 10 to 20 mg. orally before meals 
f and at bedtime. A sustained action tablet of 80 
1 mg., which may be given every 12 to 24 hours, is 
1 available. There are a number of other oral drugs 
- which may be used alone or in combination. 
r Papaverine may be given in dosage of gr. 114 to 
1 gr. 3 every four to six hours. Dioxyline phosphate 


(Paveril Phosphate) may be used in a similar 
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dosage. Triethanolamine trinitrate biphosphate 
(Metamine) may be administered in 10-mg. sus- 
tained action tablets one to three times daily or 
2-mg. plain tablet. Sustained action nitroglycerin 
(Nitroglyn) may be used in dosage of gr. 1/25 to 
1/10 every 12 hours. 

Quinidine sulfate should be administered to 
patients who have multiple premature beats, in 
dosage of 3 to 6 gr. four times a day if no sensi- 
tivity exists. It may also be used to prevent or 
treat episodes of paroxysmal auricular tachy- 
cardia, fibrillation or flutter because these will 
frequently precipitate attacks of angina. It is 
wise to completely digitalize patients with auri- 
cular flutter and fibrillation and place them on a 
maintenance dose before starting quinidine, 3 
gr. about every three to four hours in an attempt 
at conversion. 

Chlorothiazide has been used by Marshall in the 
treatment of severe angina. The mechanism 
which he proposes is that there results a reduc- 
tion in blood volume removing an added strain 
from an already overburdened heart. 


THERAPY OF HYPERCHOLESTEROLEMIA 


The serum cholesterol should be determined in 
all cases of angina. If elevated, therapy is in- 
dicated. A number of drugs have been advocated 
to lower serum cholesterol or change lipid pat- 
terns. None are completely satisfactory. Sito- 
sterol, unsaturated lipids and nicotinic acid in 
massive doses seem to be the most widely used 
agents for lowering an elevated serum choles- 


terol. In these agents, quantity, cost, anorexia 
and other gastrointestinal disturbances interfere 
with prolonged administration. Nicotinic acid 
therapy is also prone to produce severe flushing. 

Sitosterol interferes with the absorption of 
cholesterol, thus causing reduction of the serum 
cholesterol and also the B-lipoprotein lipid and 
total lipid. It is used in a 20 per cent suspension 
(Cytellin) in dosage of 1 oz. before meals and 
smaller doses before snacks. In our series the 
average percentage fall in cholesterol after such 
treatment was 24 per cent. 

Unsaturated fatty acids, ingested in large 
amounts, cause a decrease in the serum choles- 
terol. The exact mechanism is unknown but it 
has been found that their ingestion in patients 
with biliary fistulas causes increased excretion of 
cholic acid which precedes the fall in the serum 
cholesterol. It may well be then that these agents 
act by causing excretion of liver cholesterol 
rather than movement to the plasma compart- 
ment. Unsaturated fatty acids may be adminis- 
tered in the form of vegetable oils, margarine 
consisting of unsaturated lipids (Emdee) and 
safflower oil derivatives. The latter may be ad- 
ministered as three commercial preparations, 
Saff, Linodoxine and Arcofac. The average doses 
are about 11% to 3 oz. a day, in divided doses. In 
our series there was a 28 per cent average reduc- 
tion of the serum cholesterol. According to Per- 
kins and associates, unsaturated fatty acids must 
be combined with a diet low in saturated fats to 
obtain significant lowering of the cholesterol. 


JOHN T. LECKERT, m.p. earned his medical degree in 1946 at the Louisi- 
ana State University of Medicine. After completing his internship and med- 
ical residency at Charity Hospital of Louisiana, he was in private practice in 
New Orleans for three years. In 1954, Dr. Leckert entered the army, and for 
the next two years he was cardiologist at the Tokyo Army Hospital. He 
joined the staff of the Browne-McHardy Clinic, New Orleans, in 1956 and is 
now cardiologist for this group. Dr. Leckert is currently clinical instructor of 
medicine at his alma mater. He collaborated with Drs. Claude C. Craighead 
and Byron M. Unkauf in writing the accompanying article. 
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Heparin in dosage of 200 mg. two to three 
imes a week causes the conversion of triglycer- 
des to glycerol and fatty acids, but according to 
‘ngleberg the serum cholesterol shows little 
hange. There is a four- to 36-hour reduction in 
he Sf 12-400 lipoprotein with a slight increase 
a the Sf 0-12. Besterman has reported a case in 
vhich heparin in dosage of 250 mg. twice a day 
or three weeks, then daily, caused a reduction in 
‘he serum cholesterol. 

Nicotinic acid, in dosage of 3 to 6 Gm. a day, 
seems to be the most effective agent available at 
present for reduction of the serum cholesterol. 
The mechanism of action is not established, and 
oddly enough nicotinamide is not effective. Cu- 
taneous vasodilatation and pruritus seem to be 
the most serious side effects. This is most marked 
until a high blood level is established and main- 
tained. If administered after meals, the niacin 
will be slowly absorbed from the stomach rather 
than from the small intestine and thus the flush 
will be less. Other side effects noted are gastroin- 
testinal distress and nervousness. 

Estrogens in dosage of 10 mg. of conjugated 
estrogens (Premarin) daily in male patients 
causes reduction of the serum cholesterol. 


Therapy of Intractable Angina 


When angina does not respond to the above 
therapy, it is wise to re-evaluate the patient to 
determine if there are any factors which may be 
precipitating attacks, or other causes of chest 
pain which may be contributing to the symp- 
tomatology. Hiatal hernia, cervical radiculitis, 
multiple myeloma and the numerous other con- 
ditions mentioned under differential diagnosis 
produce similar pain, and thus angina, if present, 
may seem intractable. Cholelithiasis, peptic ulcer 
and other gastrointestinal diseases may, at 
times, help to precipitate anginal attacks, and 
the symptoms from coronary insufficiency will 
decrease markedly with proper treatment of 
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Treatment 
GENERAL No smoking 
MEASURES Psychotherapy 
! Weight reduction 
Diet low in saturated and high in unsaturated fats 
DRUG Sedatives and tranquilizers 
THERAPY Coronary dilators 
short-acting— Nitroglycerin (sublingual) 
Nitroglycerin with pentaery- 
thritol' tetranitrate (sublingual) 
long-acting— Pentaerythritol! tetranitrate 
Papaverine 
Dioxyline phosphate? 
Triethanolamine’ trinitrate 
biphosphate 
Sustained action‘ nitroglycerin 
miscellaneous— Quinidine sulfate 
Chlorothiazide® 
THERAPY OF Sitosterol 
Unsaturated fatty acids 
TEROLEMIA Heparin 
Nicotinic acid 
Estrogens 


THERAPY OF 


INTRACTABLE } 


ANGINA 


Re-evaluate diagnosis and other causes of pain 
and precipitating causes of angina 

Radioactive iodine 

Anticoagulants 

Surgical therapy 
Beck I operation 
Internal mammary ligation 
Coronary endarterectomy 
Beck II operation 
Vineberg operation 
Cardiopneumopexy 


1—Peritrate 
2—Paveril phosphate 
3— Metamine 


4—Nitroglyn 
5—Diuril 


FIGURE 11. 
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these disorders. Psychogenic factors should be 
carefully evaluated because sometimes one will 
find that there is emotional stress which is im- 
portant in the production of most episodes of 
pain. Good doctor-patient relationship is para- 
mount in treating such a problem. If other causes 
of intractable angina are eliminated, one may 
choose from three forms of therapy. They are 
radioactive iodine, anticoagulants or surgery. 


RADIOACTIVE IODINE 


Radioactive iodine may be used to produce 
myxedema in severe chronic angina not respond- 
ing to conventional therapy. This form of treat- 
ment is contraindicated in malignant hyperten- 
sion, syphilitic cardiovascular disease and in- 
capacitating conditions which make results hard 
to evaluate, such as active infections, rheumatic 
fever, bronchiectasis, emotional instability, cir- 
rhosis of the liver and recent myocardial infare- 
tion. Other contraindications include tendency 
toward embolism, hypothyroidism (BMR below 
minus 15), hypercholesterolemia and diabetes 
mellitus. Radioactive iodine therapy aggravates 
intermittent claudication and severe painful hy- 
pertrophic arthritis. A tracer dose of 100 to 150 
uc. is given to test the ability of the thyroid to 
take up radioactive iodine. If the uptake is nor- 
mal, a dose of 20 to 30 mc. may be given. With 
these large doses, however, there may develop a 
radiation thyroiditis with pain and tenderness 
over the gland and low-grade fever. This usually 
occurs from the third to the tenth day after 
therapy and results in necrosis of the gland with 
release of thyroid hormone into the circulation. 
An acute but transient hyperthyroidism fre- 
quently occurs with resulting aggravation of the 
anginal symptoms. For this reason we prefer to 
use a smaller dose of 10 to 15 mc., and if the 
response is insufficient, to repeat this in about 
two months. It may require four to five doses to 
produce the proper results. If very severe myx- 
edema results, it may be necessary to adminis- 
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ter thyroid extract in very small doses starting 
with about \% or 4 gr. per day. 


ANTICOAGULANTS 


Anticoagulants have been recommended for 
cases which do not respond to routine treatment. 
In cases of acute insufficiency, one may start with 
aqueous heparin 30 to 50 mg., intramuscularly, 
every four hours. The Lee-White clotting time is 
lowered to between 30 and 60 minutes until treat- 
ment with dicumarol or Coumadin has reduced 
the prothrombin time to 10 to 30 per cent of 
normal after which the patient may be main- 
tained on one of the two latter drugs, keeping the 
prothrombin time at about 30 per cent of normal 
by weekly determination, once the dosage is es- 
tablished. In the less acute cases, dicumarol or 
Coumadin may be used alone. Of these two drugs 
Coumadin seems to have a faster action. Both 
drugs are, however, satisfactory and success de- 
pends to a large extent on the experience of the 
physician with the particular one. 


SURGICAL MANAGEMENT OF ANGINA PECTORIS 


Despite significant advances in surgery of the 
heart and blood vessels during the past decade, 
surgical treatment of angina pectoris is still in the 
earlier stages of clinical trial. The best candidates 
for operative intervention would appear to be 
those who fall in the range from 40 to 50 years of 
age, and who have had coronary disease for one 
or more years. They should be ambulatory. Con- 
traindications to operation are myocardial in- 
farction within the previous six months, conges- 
tive failure and progressive cardiac enlargement. 

Three procedures are being used on a limited 
scale at present. They are the Beck I operation, 
internal mammary ligation and coronary en- 
darterectomy. Other procedures being employed 
to a lesser extent include the Beck II operation, 
the Vineberg operation and cardiopneumopexy. 

The Beck I operation consists of three steps. 
The coronary sinus is partially occluded as it 
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enters the right atrium. The epicardium and 
lining parietal pericardium are roughened, and an 
abrasive agent, 0.2 Gm. of powdered asbestos, is 
applied. Lastly, the parietal pericardium and 
mediastinal fat are grafted to the cardiac surface. 

Division of the internal mammary arteries be- 
tween the first and second ribs bilaterally causes 
increased supply of blood to flow through the 
pericardiophrenic artery to the parietal peri- 
cardium, thence to the myocardium by way of the 
epicardium along the routes of the great vessels 
and at the reflections of the pericardium. Glover’s 
original report of this operation was promising; 
however, Fish and associates report that bilateral 
internal mammary artery ligation did not result 
in significant relief of anginal symptoms in a 
group of 24 patients having either moderate or 
severe angina pectoris with no significant myo- 
cardial decompensation. 

Longmire and associates advocate direct vision 
coronary endarterectomy (Figure 12). The opera- 
tion is based on four premises. In severe angina 
pectoris at least one of the three major coronary 
branches, the right coronary, the left anterior 
descending or the circumflex artery, is likely to be 
completely occluded. This occlusive process is 
usually near the origin of these vessels. Beyond 
the occlusion the distal coronary tree is often 
patent and supplied through collateral anasto- 
motic channels that can be expected to have at- 
tained maximum development. It is technically 
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feasible to perform an endarterectomy on vessels 
the size of the human arteries. 

A sternal transection is performed and the 
chest is entered through the fourth interspaces. 
With the pericardium open, excellent exposure is 
obtained of the right main coronary artery. If 
the heart is rotated to the right, the left anterior 
descending artery is easily visualized. The vessels 
are palpated to locate the site of occlusion, and 
to determine patency of the distal vessels. The 
artery is gently occluded from three to six min- 
utes while myocardial color and electrocardio- 
gram are carefully observed. If no changes occur, 
it is safe to assume the vessel is completely oc- 
cluded. A 1-cm. incision is made over the middle 
of the vessel and a plane of cleavage is developed 
between the intimal core and the media of the 
vessel. The core is divided, the ends being tied 
with 4-0 silk. The ends of the ligatures are 
passed through a special coronary stripper and 
used to free the ends of the core. The core is freed 
with the stripper proximally into the aorta and 
distally into the major branches. After a steady 
flow of blood is established, the vessel is gently 
occluded, a small amount of heparin is placed in 
the lumen, and the incision is closed with a run- 
ning 6-0 silk arterial suture. Improvement has 
occurred in four of Longmire’s five cases. One 
death in his series resulted from irreversible car- 
diac arrest. 

In the Beck II operation, arterial blood is first 
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Left anterior intimal core : 
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shunted into the coronary sinus by placing a free 
vein graft between the aorta and the coronary 
sinus, or by direct anastomosis between the two 
structures. Two to three weeks later the coronary 
sinus is partially occluded as it enters the right 
auricle so as to cause retrograde flow. This proce- 
dure adds blood to the heart and circulation, in- 
creasing cardiac output and blood volume. Blood 
pressure and cardiac rate are sometimes in- 
creased, and even failure may ensue. For this 
reason it may be necessary later to close the 
original shunt. By then a good collateral circula- 
tion should be established. 

The Vineberg procedure consists of implanta- 
tion of the internal mammary artery into the left 
ventricular myocardium. The chief disadvan- 
tages of this method are the questionable per- 
sistence of patency of the artery and a failure to 
provide an increased blood supply to the entire 
myocardium. Smith and his associates are advo- 
cates of cardiopneumopexy which consists of 
grafting the left lung into the myocardium after 
removal of the twin barriers of pericardium and 
epicardium. 

It would appear that of the various surgical 
procedures recommended for relief of angina 
pectoris the most definitive, but also the most 
technically difficult, is coronary endarterectomy. 
Maintenance of patency in such small arteries, 
even with anticoagulants, is difficult. 


Conclusions 


1. Angina pectoris may be defined as the sud- 
den onset of chest pain, usually substernal or 
precordial in location, which is precipitated by 


exertion, emotional stress or a heavy meal, and is 
relieved by rest and/or nitroglycerin. 

2. Coronary arteriosclerosis is the most com- 
mon etiology. Other less common causes are 
coronary spasm, myocardial hypertrophy, aortic 
valvular disease and syphilitic aortitis involving 
the ostia. Rare causes include Raynaud’s disease, 
polyarteritis nodosa, thromboangiitis obliterans 
and metastatic tumors involving the coronaries. 
Anemia, hyperthyroidism, polycythemia vera 
and hypotension due to antihypertensive drugs 
may contribute to the etiology of angina. 

3. The pain is substernal or precordial and may 
radiate to both arms, neck, shoulders, back, 
throat, teeth and epigastrium. 

4. In the differential diagnosis cardiac, cardio- 
pulmonary, nervous, gastrointestinal and mus- 
culoskeletal diseases should be considered. 

5. Treatment of angina should include general 
measures such as no smoking, diet and psycho- 
therapy. Drug therapy consists of sedatives plus 
short-acting and long-acting coronary dilators. 

6. Hypercholesterolemia should be treated with 
sitosterol, unsaturated fatty acids or nicotinic 
acid. 

7. All cases of intractable angina should be 
evaluated for other causes of chest pain or pre- 
cipitating causes of angina. These should then be 
treated if present. If angina still remains intrac- 
table, radioactive iodine, anticoagulants or sur- 
gery should be used in therapy. 


Technical assistance was furnished by Miss Etta McBride. 
A coupon for ordering an extensive bibliography accom- 


panying this article may be found adjacent to the Index to 
Advertisers. 
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Medical Case Finding 


LEMUEL C. McGEE, M.D. 
\Vilmington, Delaware 


The prevention of severe forms of chronic 
liseases depends largely upon early detection. 
This means discovery usually when the disease 
is asymptomatic. The yield from case finding 
efforts in numerous groups is impressive. 

The physician’s office could be an excellent 
case finding center if the public 

would learn to accept health examinations 

on a regular basis. 


CASE FINDING is the active search for instances of 
human disease and disability in asymptomatic as 
’ well as in more advanced stages. Case finding is 
carried on in physicians’ offices, in clinics, in 
hospitals, in health centers, in occupational 
health programs of industry, and in fact, in any 

area where medical examinations are made. 
Ideally, the search for early signs of illness and 
disability in ostensibly healthy (asymptomatic) 
people should be conducted by means of a peri- 
odie health examination by a physician. How- 
ever, such examinations are sought by or are 
available to but a small part of our population. 
The average person waits for overt signs or symp- 
toms of illness before acting in behalf of his 
health. Physicians themselves generally are 
examples of the human tendency to take health 
for granted until pain or disability drives them to 
action for health recovery or health maintenance. 
. The use of the periodic medical interview and 
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examination as a device for case finding rests 
upon two basic assumptions: (1) that “early” 
disease is more likely to be pathologically 
“early,” (2) that ‘‘early’’ disease is more amena- 
ble to control by suitable means. While neither of 
these assumptions invariably holds, experience 
has shown that a significant amount of previously 
unrecognized disease can be uncovered by suit- 
able examinations of avowedly healthy people. 

The Commission on Chronic Illness delineated 
two major forms of prevention as primary and 
secondary. Primary prevention means averting 
the occurrence of disease. Secondary prevention 
means halting the progression of a disease from 
its early stage to a more severe one and prevent- 
ing complications or sequelae. The potential use- 
fulness of techniques of secondary prevention is 
the stimulus for various programs directed at 
detecting unsuspected disease in many industrial 
groups and in the population at large. 


Periodic Health Interviews 


What is the periodic examination designed to 
accomplish? The answer to this question is 
affected by numerous factors. Prominent among 
these factors are: 

1. The interest of the examining physician in 
the procedure and in the subject undergoing the 
examination is significant. Not all competent 
physicians have the interest, training or the 
personality to conduct such examinations suc- 
cessfully. 

2. In some groups the interview is used as an 
opportunity for health education. Periodic inter- 
views have been the source of motivation for 
acceptance of personal responsibility in health 
maintenance. 

3. What kind of people are the subjects? Their 
interest in a periodic check-up may be one of 
understanding and wholehearted acceptance, one 
of mere curiosity about the procedure, one of 
anxiety concerning the possibility of a specific 
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Medical Case Finding 


disease or none of these. The electrocardiogram, 
for example, titillates the imagination of many 
people. In my experience a request from a pa- 
tient for an electrocardiogram leads more often 
to the discovery of noncardiovascular disease 
than to the diagnosis of cardiac disability 
of any degree. Some subjects undoubtedly co- 
operate with periodic examinations in industry 
merely because they wish to be agreeable or 
think that to do otherwise would offend a nurse, 
a doctor or a supervisor. 

4. Through the periodic examination many 
physicians establish a relationship with examinees 
which facilitates the growth of “request” ex- 
aminations, i.e., medical investigation at times 
other than the scheduled check-ups. The ex- 
aminer may discover nothing of significance at a 
scheduled interview and may have an examinee 
return a few weeks or months later to report a 


Experience has taught that a great deal of unrecognized disease 
can be found in supposedly healthy people. The doctor’s office 
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deviation in his well-being which is clearly of 
importance. The subject must have confidence 
in the examining physician’s ability and interest 
in his well-being for such “request” check-ups 
to be either frequent or fruitful. Thus, a liaison 
value is found in well-conducted periodic contacts 
between the subject and the physician. 

5. It appears that some periodic examinations 
in industry are proffered as a form of “fringe 
benefit” for their latent morale-building value, 
or because other competitors for industrial per- 
sonnel have occupational health programs. 


Franco’s Review of Accomplishments 


Franco reviewed the accomplishments in the 
detection of disease by periodic examination in a 
group of salaried personnel. Approximately half 
the group had significant evidence of health 


can be one of the best case finding centers, but first the public 
must learn the value of regular examinations. 
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deviations. (The definition of what is significant 
and what is not significant is a troublesome vari- 
able. In comparing the findings from one exami- 
nation program with those from another, the 
“incidence” of disease categories shows consider- 
able variation which cannot be explained solely 
on the thoroughness of the examinations, nor, I 
have reason to believe, on the actual health state 
of the group.) Fourteen per cent of the abnor- 
malities were known before the examination, 35 
per cent were detected for the first time during 
the examination. In the latter group half were 
not producing symptoms at the time of their 
discovery. 

A particularly useful dividend of Franco’s cri- 
tique is found in his analysis of the yield of vari- 
ous procedures in the examination. How impor- 
tant is the electrocardiogram, the x-ray of the 
chest, the history or the laying on of hands in a 


Many industrial groups sponsor programs of secondary pre- 
vention that hali the progression of disease. Resulis from such 
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case finding, in industry and the population at large, have 
been most impressive. 


LEMUEL C. McGEE, m.D., medical director of the Hercules Powder Com- 
pany, is also attending chief of the Department of Medicine at Delaware 
Hospital and visiting professor of industrial medicine at the University of 
Pennsylvania School of Medicine, an affiliation begun in 1949. A graduate of 
Rush Medical College, University of Chicago, Dr. McGee was certified by 
the American Board of Internal Medicine in 1937. Dr. McGee, a fellow of 
the American College of Physicians, served as a member of its credentials 
committee for six years. He has had 70 scientific articles published and is 
the author of a student manual of industrial medicine. 


physical examination? The value of procedures 
in terms of the per cent of abnormalities detected 
thereby are shown in Table 1. 

It appears that the anamnesis derived during 
a thoughtful interview is still the most useful 
diagnostic instrument of the physician. 


Summary of Annual Physical Examinations 


The results of recent annual examinations on 
9,156 industrial workers conducted by 23 exam- 
ining physicians in 14 plants are summarized in 
Table 2. 

This experience, and numerous others with 
comparable groups, point up the case finding 
potential of periodic health inventories. The pos- 
sibilities of recognizing disease in its early stage, 
of delaying its progression and mitigating its 
sequelae, appeal to intelligent persons. For the 


— 
| 
| 
5 
® 
| ae 
127 


Medical Case Finding 


full fruition of case finding efforts, the men and 
women in whom health defects are found must 
understand the implications of these defects, 
must accept the personal responsibility of acting 
in behalf of health maintenance. 


‘Screening’ Examinations 


Increasing attention has been given in recent 
years to screening procedures. The latter are ac- 
tually preliminary steps toward disease detection. 
Screening procedures are not meant to be diag- 
nostic, but rather to delineate groups of subjects 
in which efforts at definitive diagnosis will give 
a relatively high yield in medical case finding. 

Criteria are important in the selection of a 
suitable screening procedure. The procedure 
should have scientific validity, be acceptable to 
those persons being screened as well as to those 


Screening examinations have become a prominent procedure 
in recent years as preliminary steps toward disease detection. 
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doing the screening. It should have a productivity 
(yield in leads to previously unknown disease) 
justifying the cost in money, time and the use of 
technical equipment and personnel. A satisfac- 
tory screening procedure should lead to the de- 
tection of disease conditions for which there is 
available adequate follow-up in treatment or in 
measures to arrest progression. 

A Delaware state-wide Chest X-Ray Survey 
(using 70 mm. photofluorograms and mobile 
units) in 1953 reached 82 per cent of residents 15 
years of age and older. Suspected abnormalities 
(of lungs, heart, diaphragm, mediastinum, spine, 
thoracic cage, etc.) were noted in 4 per cent of 
those surveyed (Table 3). Retakes with 14 x 17 in. 
radiographs in four-fifths of the people in the 4 
per cent selected by the photofluorographic 
screening gave essentially negative findings (no 
disease) in one-fourth of the group. Another 26 
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TABLE 1. 


Franco’s Analysis of the Usefulness 
of Major Procedures 
in Health Examinations 


»er cent had healed disease (tuberculous and non- 
-ubereulous), and medical follow-up was not in- 
‘ieated. The residue of cases found by film inter- 


»retation and referred to physicians for fellow- TABLE 2. 
p eonsisted of tuberculosis, minimal to ad- Summary of Annual Physical Examinations 
-aneed, 26 per cent; nontuberculous chest dis- 
17 per cent; cardiovascular disease, 4 per 
cent. _ of Employees of Employees 
The survey resulted in uncovering 178 previ- 
ously unknown living cases of pulmonary tuber- 
culosis, the majority in the moderately-to-far- Number of examinations. . .............-++ 9,156 100.0 
advanced stages. In addition, 696 patients with 
nontuberculous chest disease (new and old, 
knows were for medical Dental attention 1,569 17.1 
follow-up. This group included 86 neoplasm sus- 185 2.0 
pects, 85 with bronchiectasia, 61 with emphy- 188 2.1 
hernia or eventration of the diaphragm, 41 with PE 
intrathoracic goiter and 16 with pneumonia. An 150 mm. or above and/or diastolic reading 
additional 221 patients with x-ray evidence of 90 mm. or above). ..........600ecee eens 2,199 24.0 
cardiae and cardiovascular disease were referred Other evidence of cardiovascular (heart) 
to their physicians. A figure of interest to one 240 2.6 
concerned with end results in case finding is that Hypotension (blood pressure systolic reading 
185 persons refused the medical follow-up urged below 100 mm.)........---eeeeeeeeeeeee 268 2.9 
tive.” These men and women, it may be said, Vieval refrective ewer (impaired vision 20/50 
represent a degree of failure of the case finding 2,334 25.5 
effort to reach its full fruition in health preserva- RSME ea 488 5.3 
Impaired hearing (50% or less of normal hear- 
ing in one or both ears). 1,132 12.4 
Conclusions Abnormal blood 0.1 
To find the person needing medical aid early Ab 152 1.7 
Miscellaneous 520 5.7 


enough to bring maximal aid to him is a long- 
standing problem of the medical profession and 
health agencies. On the one hand there is an ap- tien % 
preciable body of citizens with significant but 


unrecognized disease; on the other hand there are Chest X-ray Survey 

physicians, and related workers in the health 

field. with service to render. The groups must be a: on 

brought together. The potential effectiveness of 

case finding service is growing rapidly. Essontially mogative.............0ceceeeeeeees 164,028 96.0 


The prevention of severe forms of many  —  gusnacted 
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Yield in 
Procedure Per Cent 
Physical examination 22 
Electrocardiogram 
(50% in 17 
Laboratory 14 
10 
6,897 4.0 
Confirmatory fllms ..... 4,842 100.0 
Tuberculosis (film diagnosis) 1,294 26.7 a 
Nontuberculous chest ed 841 17.4 
Cardiovascular disease 211 4.3 
% 


Medical Case Finding 


chronic diseases depends largely upon early detec- 
tion. This calls for the discovery of asymptomatic 
disease. The accomplishments in reducing the in- 
cidence of tuberculosis and syphilis might be 
duplicated for other forms of disease if the cases 
were found earlier, and in greater numbers, so 
that available measures of treatment and preven- 
tion could be applied. 

In spite of the limitations of the periodic 
health examination, such as the imprecision of 
many diagnostic techniques used to uncover 
asymptomatic disease, the yield from such case 
finding efforts in numerous groups has been im- 
pressive. More of our citizenry should receive 
periodic examinations throughout life. The phy- 
sician’s office is a case finding center where full 
usefulness has yet to be realized because of poor 
public acceptance of health examinations on a 
regular basis. 

Screening examinations have shown promise in 
sorting out apparently well persons who probably 
have a health impairment from those who prob- 
ably do not. A screening test is not intended to be 
diagnostic; it is devised to identify those people 
in whom diagnostic tests will be fruitful. For 
many people, it is the lead to a comprehensive 
examination. Used discriminately, some such 
tests can be undertaken in physicians’ offices, 
hospital clinics, industrial medical units, schools 
and in mobile units on the street corner. The 
screening procedures most commonly used have 
been blood sugar estimations, serologic tests for 
syphilis and chest photofluorography. Others 
will no doubt be developed in the continuing ef- 
fort to find the men, women and children who 
need medical help and do not know it. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 
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Anterior mediastinal tumor located at the level of the 
base of the heart. The inferior wall contains calcium. 


DIAGNOsIs: teratoid tumor. 
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SOL KATZ, M.D. 
-\ssociate Medical Editor, GP 


‘HE MEDIASTINUM. is the space that lies between 
the mesial reflections of the visceral pleura. It is 
bounded anteriorly by the sternum, posteriorly 
by the thoracic vertebrae, inferiorly by the dia- 
phragm and contains all the thoracic structures 
except the lungs. The mediastinum is divided con- 
ventionally into four compartments which are 
recognizable roentgenographically. The superior 
mediastinum is the portion between the manu- 
brium sterni in front and the upper four thoracic 
vertebrae behind. The anterior mediastinum lies 
between the sternum and the pericardium, while 
the posterior. mediastinum is bounded by the 
pericardium and vertebral column. Between these 
latter two divisions is the middle mediastinum. 
The lateral view of the chest demonstrates the 
four compartments best. The mile mediasti- 
num containing the heart shows as a well-defined 
opacity. The anterior mediastinum shows as a 
triangular clear space with the apex downward 
where the heart approaches the sternum. The 
posterior mediastinum is also seen as a radiolu- 
cent zone. Although the anterior part of the su- 
perior mediastinum is clearly shown in the lateral 
chest film, the posterior portion is best demon- 
strated in lateral views of the neck. 

The nature of a mediastinal mass is best dis- 
closed by its location within the mediastinum. In 
the anterior mediastinum are found dermoid 
cysts and teratomas (now commonly referred to 
by the inclusive term, teratoid tumors); tumors 
of thyroid, parathyroid and thymic origin, and 
pericardial cysts. 

Teratoid tumors are the most common tumor 
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Teratoid Tumors of the Mediastinum 


of the anterior mediastinum. Although they may 
occur at any level in the anterior mediastinum, 
teratoids are most frequently located at the base 
of the heart. They may be solid, but cystic tera- 
toids are more frequent. Cystic teratomas are 
usually unilocular and filled with pasty fluid 
containing sebaceous material, hair, teeth or bone. 
Solid teratomas contain well-differentiated ele- 
ments from many organs. Malignant alteration 
occurs in 20 to 30 per cent and especially in the 
solid variety. 

Although presumably present from birth, tera- 
toids show growth activity and symptoms only 
later in life, especially during the third and 
fourth decades. Thus, this tumor may be found 
on routine roentgenograms in patients before the 
age of 20. Symptoms eventually occur later in 
life. Cough, chest pain, dyspnea and stridor are 
the most frequent complaints. Stridor is more 
common when the patient is supine due to pres- 
sure of the tumor on the trachea. Although the 
expectoration of hair is pathognomonic of the 
cystic teratoid, it has occurred in only 5 per cent 
of reported cases. Rapid growth rate suggests 
malignant change, while a sudden changeover 
after days indicates infection or hemorrhage into 
the tumor. Superior vena caval obstruction is 
usually seen with malignant teratoids but is oc- 
casionally found in the benign form. 

The roentgenogram of the chest shows a 
spherical or spheroid mass with sharp margins 
lying in the anterior mediastinum. The tumor 
may be homogeneous, but teeth, bone or calcium 
may be identified. Calcification may be found 
around the entire wall of the cystic teratoid. 

Surgical removal is recommended because of 
the frequency of malignancy and the eventual ap- 
pearance of symptoms related to infection or the 
pressure of the tumor or surrounding structures. 
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Each year members of a different well-known medical faculty 
prepare articles for this regular GP department. 
This is the ninth of twelve from Cornell University. 
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of the Peripheral Arteries 


JERROLD S. LIEBERMAN, M.D. 


New York Hospital 
New York, New York 


AS THE AVERAGE life span increases, and as treat- 
ment of many illnesses becomes increasingly 
successful, more people enter the age group 
which is likely to suffer from chronic arterial 


diseases. Chronic vascular occlusive diseases of. 


the lower extremities will be reviewed and an 
approach by which general physiologic and 
pathologic principles may be utilized to develop 
an individualized plan of treatment for each 
patient will be outlined in this article. 


Examination of Patient 
HISTORY 


The most common complaint in patients with 
peripheral vascular disease is intermittent claudi- 
cation pain. This is usually aching, cramping or 
burning. It is most often felt in the calf muscles, 
but may also appear across the arch of the foot, 
and occasionally at the ankle or ball of the foot. 
The so-called “high-claudication” may extend 
up the thigh and radiate into the buttock. Inter- 
mittent claudication is elicited by exercise only, 
and is always relieved by rest. Less characteristic 
forms of the complaint may be described as 
fatigue or weakness. However, the relationship to 
exercise and to rest is invariable. Patients with 
severe disease may be able to walk only half a 
block or less before the appearance of pain, while 
other patients may traverse as many as four to 
six blocks. Walking up stairs, ascending a steep 
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incline, or increasing the rate of speed, will cause 
pain after a shorter distance, while reducing the 
rate will often enable the patient to walk a con- 
siderably longer distance before being forced to 
stop. Since one leg is usually affected more than 
the other, intermittent claudication is more often 
unilateral, but may appear in both legs. Inter- 
mittent claudication and angina pectoris may 
be mutually exclusive, since either pain may 
force the patient to halt before he has had a 
chance for the other pain to develop. 

In severe arterial insufficiency, a history may 
be elicited of rest pain, which is poorly localized, 
burning or aching. It is sometimes described as 
a feeling of coldness or deadness in the extremity, 
and may be due to prolonged tissue ischemia, or 
to an ischemic neuropathy. In contrast to inter- 
mittent claudication, it bears no relation to effort 
and is particularly distressing at night when the 
patient attempts to sleep. 

Further information may be obtained by 
questioning the patient for any awareness of 
weakness in either leg, or a feeling of increased 
warmth or cold in the extremity. Frequently, a 
complaint of cold feet may be elicited from the 
patient’s spouse. The history should include any 
exposure to cold or frostbite. Any previous injuries 
should be recorded, as should a history of vari- 
cose veins or of ulceration. Patient’s smoking 
habits should be explored in meticulous detail. 
How long the patient has smoked, how many 
cigarettes he smokes per day and the general 
pattern of his smoking habits are all of great 
importance. Finally, the patient’s general medi- 
cal state should be reviewed in detail. Careful 
attention should be given to rheumatic fever or 
rheumatic heart disease, or any stigmata of 
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arteriosclerosis. The presence or absence of 
congestive heart failure, diabetes, chronic lung 
disease and anemia should always be specifically 
established. 

When taking a history, other common causes 
of leg pain must be kept in mind. Orthopedic 
complaints can cause pain which somewhat ap- 
proaches that of vascular disease. However, pain 
due to orthopedic defects is more closely related 
to weight bearing than to walking and is usually 
relieved by sitting or lying down, rather than by 
standing still. Some patients with severe flat feet 
will experience considerable fatigue or vague 
distress in the calf muscles. This may develop 
when patients have been on their feet for long 
periods of time, but may also be observed at the 
end of the day, when they sit or lie down and 
allow the muscles of their feet and calves to 
relax. Pain of arthritis is more directly localized 
to the joint itself and related to motion of the 
joint. Crepitus and deformity of the joint will 
often be noted. An occasional case of gout will 
at first suggest vascular disease, but the differen- 
tiation can usually be made by the history and 
the localization to the joints. Sciatic pain must 
also be watched for. Here the characteristic 
radiation and the neurologic findings will be of 
help. Patients with venous insufficiency may also 
complain of leg pain. This complaint is more non- 
specific, and is described as heaviness or fatigue, 
related to standing rather than to walking, and 
is relieved by elevation of the feet rather than 
by cessation of walking. Acute thrombophlebitis 
may be recognized by calf tenderness, by edema 
in the case of deep thrombophlebitis and by the 
red, firm, tender cord in the case of superficial 
thrombophlebitis. At some time during the inter- 
view, it is recommended that the patient be 
asked what he thinks is wrong with him; he 
should be encouraged to discuss his concept of 
the illness and his interpretation of it. For many 
people, vascular diseases of the extremities carry 
with them frightening and no longer appropriate 
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connotations of gangrene, amputation and in- 
validism. If severe ulceration or gangrene has 
not appeared, it is usually possible to assure the 
patient that he will be spared these dismal 
prospects, if he will follow the treatment pro- 


gram. 
PHYSICAL EXAMINATION 


This examination should always be performed 
in a comfortable, warm, well-lighted room. If 
the patient has come in from the cold, he should 
be given time to equilibrate to the warmer 
temperature. He should be asked not to smoke 
during the history taking, so that the immediate 
effects of smoking will not be superimposed on 
the examination. Vascular examination should 
always be preceded by a careful general physical 
examination. The blood pressure, the presence 
of valvular heart lesions and evidence of arterio- 
sclerosis elsewhere in the body, as in the fundi, 
should be sought. Aneurysm of the abdominal 
aorta may sometimes be detected by the dis- 
covery of a pulsatile mass in the lower abdomen. 

Vascular Examination. It is helpful to begin by 
examining briefly the upper extremities. Warm, 
pink fingertips indicate adequate vasodilatation, 
while vasospasm is indicated by the presence of 
cool, pale or cyanotic digital pads. The brachial 
artery may be palpated in the upper arm and 
will give an idea of the arterial pulsations. If 
there is extensive arteriosclerosis, the vessel will 
feel rigid, elongated and tortuous. 

The Allen Test. Individual radial and ulnar 
arteries may be tested for occlusion by the so- 
called “Allen Test.” The physician should stand 
behind or alongside the patient, and place his 
thumbs on the medial and lateral aspects of the 
patient’s wrist, so that they press upon the 
radial and ulnar arteries. Gentle compression 
will thus occlude both vessels in the arm which 
is being examined. While the physician is press- 
ing on both vessels, he should request the patient 
to raise his hand above his head and to open 
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and clench his fist several times, thus emptying 
blood from the tissues of the hand. The patient 
is now requested to lower his hand to midposi- 
tion. The examiner continues to exert pressure 
until this position is attained, and then lifts 
one or the other thumb. If the artery from which 
pressure has been released is patent, a pink flush 
of the entire hand will be noted within 20 to 30 
seconds. However, if the particular vessel is 
occluded, then the flush will not appear. First 
the radial and then the ulnar artery on each side 
should be tested in this fashion. In addition to 
the specific information this test gives about the 
particular arteries, a sampling is provided of 
the distal arteries of the body. Involvement of 
one or more of these vessels is most frequently 
seen in thromboangiitis obliterans. 

Lower Extremities. Examination of the legs 
should begin with an estimate of the general 
metabolic state of the extremity and an evalua- 
tion of the integrity of the skin. The nutritional 
state can be determined from general growth 
and development, and from atrophy or lack of 
it, of the muscle groups. This is usually obvious 
on inspection, but should be documented by 
measurement. A convenient and reproducible 
way is to measure the minimum circumference 
above the ankle and the maximum circumference 
about the calf. In the absence of neurologic or 
other alternative cause, atrophy of the muscles 
of one leg may be considered an indication of 
long-standing metabolic insufficiency. The gen- 
eral nutritional state of the extremities will also 
be indicated by the texture of the skin and the 
growth of hair and nails. Thin, shiny, atrophic 
skin is a good indication of long-standing, circu- 
latory insufficiency, as is the absence of hair. 
The nails may respond to ischemia either by 
a slow growth of thin, flexible nails or at other 
times by the excessive growth of a thick, soft, 
flabby, yellowish nail which becomes the site 
of fungus infection. Careful and painstaking 
search for ulceration or infection should be con- 
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FIGURE 1. Ulceration is usually a sign of serious arterial 
insufficiency. 


ducted at this time. Ulceration will most often 
be found at pressure points such as the heel, or 
the head of the first and fifth metatarsals (Figure 
1). In addition, small ulcerations will sometimes 
be found at the tips of the toes, at the corners 
of the toenails or in the spaces between the toes. 
If ulceration is found, it should be noted whether 
the ulcer penetrates into any joint space. Local 
cellulitis should be noted. 

Patients with chronic arterial insufficiency are 
subject at times to heavy callous overgrowth, 
and localized pockets of infection are sometimes 
found beneath the callus. This is particularly 
likely to occur in those with diabetes. 

Estimation of Skin Temperature. Another use- 
ful and easily available observation is the esti- 
mation of skin temperature. This can be per- 
formed with a high degree of accuracy by using 
the dorsum of the examining fingers. Tempera- 
ture differences of as little as 1°C. are usually per- 
ceived with ease in this fashion. Anyone who 
performs this examination frequently, will quickly 
develop a concept of normal. Patients should be 
examined for general reduction in skin tempera- 
tures, and for differences in skin temperature 
between the two legs. At times, a sharp drop in 
temperature at a particular level will indicate 
the functional level of occlusion. Similarly, the 
progress of therapy may be estimated by the 
return of warmth to the skin. 

Other Factors. A neurologic examination should 
be done to discover any neurologic complaints 
which might be contributing to the symptoma- 
tology. Minor diminution of sensation is some- 
times observed with long-standing occlusive dis- 
ease. Orthopedic factors should also be noted at 
this time. In addition to their importance in differ- 
ential diagnosis, orthopedic defects may con- 
tribute secondarily to the derangement of vascular 
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function, by putting additional stress on the 
extremity or by causing a superimposed vascular 
spasm. Edema will cause an additional mechan- 
ical block to the exchange of oxygen and metabo- 
lites between the capillaries and the tissues. 
Severe arterial insufficiency, particularly with 
infection, may cause mild edema. However, it is 
more likely to be seen in cases of venous in- 
sufficiency. Finally, the presence of dermatophy- 
tosis should be noted. This may appear as 
maceration and cracking between the toes, some- 
times with moist exudate. Other forms of derma- 
tophytosis appear as scaling and flaking on the 
ball of the foot or around the nail itself. 

Blood Flow Through Vascular Tree. The physi- 
cian should now trace the flow of blood through 
the vascular tree. He should successively check 
the arterial pulsations, then the smaller vessels 
and the capillary bed, and finally the venous 
return. In palpation of the peripheral pulses, it is 
of great importance that both physician and pa- 
tient be as comfortable as possible. In addition to 
the presence or absence of pulsations, comparison 
should be made of the relative force of pulsation 
of corresponding pulses of the two extremities. 
The femoral artery is easily palpated just below 
Poupart’s ligament. The popliteal pulse is often 
found most easily with the patient lying face 
down. It is sometimes necessary to palpate 
rather deeply to detect this pulse. On occasion a 
marked thrusting, expansile pulsation in the 
popliteal fossa will be caused by an aneurysm of 
the popliteal artery. The dorsalis pedis can 
generally be palpated along the dorsum of the 
foot, usually medial to the midline. Sometimes 
the pulsation may be visible when viewed in an 
appropriate light. The posterior tibial artery can 
usually be felt pulsating behind and below the 
medial malleolus of the ankle. All pulses should be 
sought first with gentle pressure. At times it may 
be necessary to compare the pulse rate which is 
counted on examination with the patient’s apical 
pulse and with the physician’s own pulse rate, to 
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FIGURE 2. If circulation is intact, there will be only minor 
changes in skin color when the leg is elevated to 45° or is 
allowed to hang over the edge of the table for several minutes. 


be sure that the pulsation which is felt is not an 
artifact. Confirmatory evidence of the presence 
or absence of these pulsations can be obtained by 
the oscillometer. Although this instrument does 
not measure total blood flow, it has a definite 
place in providing an objective numerical 


estimate of the force of the pulsations detected by « 


the fingertips. It is also useful in documenting the 
absence of the pulse. When pulses are not lo- 
cated with ease, it will sometimes be helpful to 
have the patient dissolve a tablet of nitroglycerin 
under his tongue. The effect of this drug will be to 
block vasospasm and to increase the force of the 
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FIGURE 3. In the presence of arterial insufficiency, elevation 
will result in a waxy pallor. If the limb is lowered for a few 
minutes, cyanosis will appear. 


peripheral pulsations. In the presence of com- 
plete organic obstruction, no change will be noted 
and the pulse will be absent. 

Flow through the smaller vessels of the capil- 
lary bed may be estimated from the skin tem- 
perature, as previously described. Additional 
functional testing of the circulation may be con- 
ducted by means of postural color changes 
(Figures 2 and 3). The patient should lie on a 
comfortable examining table, and should be 
asked to elevate his legs to about 45°. It is help- 
ful for the physician to support the heels. Main- 
tenance of a normal pink tinge to the toes re- 
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quires first, an arterial pressure sufficient to 
pump blood up the incline, and second, a 
volume of blood sufficient to distend the capillary 
bed with freshly oxygenated blood. If these con- 
ditions are not met, a waxy pallor will appear at 
the toes within one or two minutes. The patient 
should then sit up and quickly hang his feet over 
the side of the table. A rich, pink color should 
appear over all the toes within 10 or 15 seconds, 
and then should stabilize. If there is delay in the 
rate of arterial inflow to the toes, it may take as 
long as 45 to 60 seconds for color to develop, 
and this will continue to change until a deep, 
cyanotic rubor is developed. Because of the 
inadequate blood flow, the A-V oxygen differ- 
ence is increased, making the blood more cyanotic 
and thus producing this rubor. In addition, the 
anoxia causes pooling of the already cyanotic 
blood in the subcapillary venous plexus. The 
combination of these factors produces the 
intense cyanotic rubor of dependency. Both 
pallor in elevation and rubor in dependence may 
be noted at times in only one or several of the 
toes, where selective obstruction has occurred. 
The color changes in dependence have meaning 
only when the venous valvular system is intact. 
In the presence of varicosities, there may be 
rapid retrograde flow of venous blood into the 
toes, which will mask the color changes described. 
Finally, with the patient standing on the floor, 
the legs should be examined for the presence of 
varicose veins. During walking, the pressure 
within varicose veins will increase rather than 
decrease, thus increasing the back pressure 
against which the blood must be pumped. The 
venous insufficiency may also produce edema, 
and finally may be the cause of stasis ulcers. 


Chronic Arterial Diseases 


ARTERIOSCLEROSIS OBLITERANS 


Most common among the peripheral occlusive 
vascular diseases is arteriosclerosis obliterans. 
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The usual patient is a man over the age of 50, 
whose chief complaint is intermittent claudica- 
tion. He may complain of discomfort due to 
coldness in one or both legs. More often than not 
he is a smoker. The disease also appears in 
women, although less frequently. It is a frequent 
concomitant of diabetes in both sexes. 

On examination there may be mild atrophic 
changes in the skin. The pulses will be diminished 
or absent in one or both legs below the femorals. 
Only a limited degree of pallor on elevation and 
rubor in dependence will be observed, and there 
will be no ulceration of the skin. Intermittent 
claudication will occasionally be reported when 
all of the peripheral pulses are of good quality. 
This is thought to be due to focal block of the 
nutrient artery of the muscles of the calf. Careful 
examination of such a patient will usually reveal 
other evidence of circulatory impairment, such as 
postural color changes or decreased skin tem- 
perature. All of the above represent arterio- 
sclerosis obliterans in mild degree, the sort that 
most frequently brings patients to the doctor. In 
addition, an astute practitioner will frequently 
discover this disease during annual, routine 
examinations of older patients. 

At the other extreme are patients with actual 
tissue destruction. These patients will usually 
seek help because of painful and persistent ul- 
ceration or overt gangrene. It is not unusual for 
the patient to have noted a small lesion, and to 
have applied local heat. The resulting burn will 
be far more severe than the original lesion and 
will bring the patient to medical attention. 
Diabetes is frequently present in such patients. 
Another complaint may be rest pain. On ex- 
amination, the peripheral pulses will be markedly 
diminished or absent from the femoral on down. 
Pallor in elevation and rubor in dependence are 
striking, and there is often superimposed infec- 
tion with dermatophytosis. The ulcerations are 
generally small, round and clean, although larger 
lesions may be seen, and are more often dirty- 
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looking and infected. There may be an area of 
indolent infection of surrounding tissues. With 
the exception of those diabetic patients who have 
lost pain sensation, the ulcers are usually ex- 
tremely sensitive to touch. They are usually 
present at points of pressure, and inasmuch as 
these are often joint areas, the ulcer may some- 
times penetrate directly into the joint space. A 
high index of suspicion must be directed toward 
thick calluses which are tender. Infection will be 
found beneath them very often. When gangrene 
is present, it usually appears at the tip of one or 
more toes and then spreads proximally. The foot 
is invariably cold to the touch. 

Many patients will be found who fit into a 
spectrum ranging between these two extremes. 
The association between diabetes and arterio- 
sclerosis obliterans is sufficiently common so that 
every patient who presents with this disease 
should be tested by means of one or another of the 
glucose tolerance tests. In general, diabetes may 
be said to involve the smaller, more distant 
arterioles more frequently, and to make the 
patients more prone to infection. 


THROMBOANGIITIS OBLITERANS 


Another cause of chronic arterial disease is 
thromboangiitis obliterans. This is found in 
younger patients, almost always males, who in- 
variably are heavy smokers. In addition to the 
symptoms of intermittent claudication and cold 
feet, a history of previous attacks of phlebitis 
will often be elicited. In severe cases, patients may 
complain of rest pain. The patients are often in 
their twenties or thirties, and frequently give a 
history of having smoked since their teens. No 
race is particularly susceptible to the disease. On 
examination the findings will be similar to those 
described for arteriosclerosis obliterans. How- 
ever, the patient is younger, is more likely to 
have involvement of the upper extremities as 
shown by the Allen Test and does not show 
evidence of generalized arteriosclerosis. During 
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the tests for rubor in dependence, a character- 
istic, bright cyanosis, is often seen. The ulcera- 
tions are less likely to appear at pressure points 
and will more often be found about the nails or 
at the tips of the toes. When thromboangiitis 
obliterans has progressed to the point of rest pain 
or ulceration, a vicious cycle is set up. The pa- 
tient may react to the pain of the lesion by in- 
creasing his tobacco consumption; this in turn 
will invariably accelerate the progression of the 
disease, causing more pain and more smoking. 


OTHER CAUSES 


Chronic arterial insufficiency may also be seen 
in scleroderma, following frostbite, in polyarteri- 
tis nodosa, and in patients who have had showers 
of small peripheral emboli. Furthermore, various 
combinations of these conditions are seen. Con- 
tinued thromboangiitis obliterans will usually go 
on to the development of arteriosclerosis. In some 
patients arteriosclerosis obliterans will be well 
compensated until a peripheral embolus reduces 
the blood flow below some critical level. 


Treatment 


No specific treatment is presently available for 
the chronic occlusive diseases. The therapeutic 
goal, therefore, should be considered as manage- 
ment rather than cure. As long as the develop- 
ment of collateral circulation outstrips vasospasm 
and further occlusion, the integrity of the limb 
may be maintained. In practically all cases in 
which severe ulceration or frank gangrene has 
not yet developed, the patient can be assured 
that excellent treatment is available and that if 
he will be patient and continue to follow the 
therapeutic program to be outlined, many of his 
symptoms will be relieved. It is important for 
both physician and patient to realize at the out- 
set that the tempo of the chronic vascular diseases 
‘sa much slower one than is found in many other 
disease states. The healing of peripheral ulcers is 
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frequently a matter of months, and it is unusual 
for any real improvement in symptoms to be 
apparent for weeks. If this is made clear to the 
patient at the beginning of treatment, he will be 
protected against premature disappointment 
and will be better able to participate in the 
management of his disease. 

The treatment plan should begin with what- 
ever measures are. necessary to combat lung 
disease, congestive heart failure, anemia or dia- 
betes, if they are present. This will guarantee 
that the optimal amount of blood is being 
pumped, that it is being adequately oxygenated, 
that optimal viscosity and oxygen-carrying ca- 
pacity have been provided, and that any com- 
plicating metabolic handicaps have been re- 
moved. An occasional patient will be found in 
whom lowering of the blood sugar will produce 
an increase in claudicatory pain. In this unusual 
state of affairs, relief of symptoms may be used 
as a guide to regulation. 


REMOVAL OF VASOCONSTRICTING INFLUENCES 


Primary in this regard is total and complete 
abstinence from tobacco in any form. In throm- 
boangiitis obliterans there can be little doubt 
that tobacco is a true etiologic agent, and it is 
rare indeed for cure to be accomplished as long 
as the patient continues to smoke. In patients 
with arteriosclerosis obliterans, recovery is again 
almost totally dependent upon the development 
of an adequate collateral circulation, and the 
vasoconstricting influences of tobacco will mark- 
edly lower the effectiveness of the entire thera- 
peutic program. Time spent in convincing the 
patient of this necessity will be well spent indeed. 
It will frequently be advisable to explain to the 
patient the fashion in which tobacco reduces 
peripheral blood flow. It may be helpful to em- 
phasize the positive aspects of restored health 
and improved circulation, rather than the threats 
of tissue destruction if smoking is continued. 

Many patients will not be able to give up 
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smoking on the basis of one interview, and the 
physician must be prepared to accept early 
failures as temporary set-backs, and continue 
to urge the patient to give up smoking completely. 
In patients in whom withdrawal of tobacco causes 
much anxiety, it will frequently be helpful to 
use one of the tranquilizing agents, such as 
prochlorperazine or promazine. 

Similarly, pain which causes reduction in pe- 
ripheral blood flow through reflex vasospasm 
should be treated aggressively. Particularly in 
the early stages of ulcerative or gangrenous 
lesions, the patient may experience considerable 
pain. Liberal use of an adequate analgesic drug 
is recommended. Inasmuch as the goal of therapy 
is the healing of the pain-reproducing lesion, the 
use of narcotics is fully justified and is often 


necessary. 
INCREASING PERIPHERAL BLOOD FLOW 


Reflex vasodilatation may be accomplished 
by applying heat to the abdomen. A hot-water 
bottle or electric heating pad should be applied 
for one hour, three or four times daily. The pa- 
tient should always be cautioned against burning 
himself, and particularly against applying heat 
directly to his feet. A warm tub bath at a tem- 
perature of 95° to 100° F. is helpful. As a vaso- 
dilating drug, alcohol is most effective. Patients 
should be encouraged to take 1 or 2 oz. of 
whisky with meals and at bedtime. The use of 
sympathetic blocking agents is controversial. 
However, many patients seem to get sufficient 
benefit from such drugs to make a trial of therapy 
worth while. In patients who have no history of 
previous peptic ulcer, Priscoline may be used. 
An initial dose of 25 mg. by mouth once daily, 
should be increased to two, then three and finally 
four times daily. If side effects, such as palpita- 
tion, nausea, tingling sensations, or a feeling as 
if the hair were standing on end are encountered, 
then the dosage of the drug should be reduced. 
Mechanical procedures may add an additional 
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increment of blood flow. In mild cases, this may 
be accomplished by elevating the legs of the 
head end of the bed with wooden blocks or books 
so that they are raised 6 to 8 in. off the floor. 
This is preferred to propping the patient up in 
bed with additional pillows. The hydrostatic 
pressure thus exerted is thought to dilate the 
capillary bed and thus blood flow is facilitated 
through the extremities. In more severe cases, 
where ulceration and gangrene are encountered, 
the Sanders Oscillating bed may be useful. This 
should be adjusted so that the entire cycle will 
take about two minutes, and so that the toes 
will barely begin to blanch at the end of the up- 
swing and will reach the bottom of the down- 
stroke just as they become cyanotic. A typical 
adjustment would raise the feet 6 in. above 
horizontal at the highest point, and lower them 
to about 12 in. below horizontal at the bottom 
of the down point. The effects of gravity and the 
venous valves of the leg are thus combined to 
produce a pumplike effect. Prompt relief from 
pain is frequently obtained with this bed. 


DECREASING THE METABOLIC NEED 


Perhaps the easiest and most direct mode of 
decreasing the tissue demands for oxygen is in 
teaching the patient to walk at a slower rate. 
Simple as this may be, it alone will often provide 
a specific answer to the most troublesome com- 
plaint of the patient with mild disease—having 
to stop in midstride. Similarly, the correction of 
even minor orthopedic defects will frequently 
provide considerable relief in this regard. 

In the more severe cases, meticulous and pains- 
taking care must be devoted to the control of 
infection. Broad-spectrum antibiotics should be 
administered to increase the bactericidal and 
bacteriostatic potency of as much blood as is 
reaching the involved area. Foot soaks should be 
advised for one-half hour twice daily at a tem- 
perature of approximately 95° F. (Figure 4). 
Here again, the patient must be cautioned spe- 
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FIGURE 4. Foot soaks are an important part of the regimen, 
when ulceration is present. Once an adequate container has 
been obtained, the soaks are easily carried out at home or in 
the hospital. Temperature should always be checked with a 
bath thermometer. 


cifically against excessive heat. The morning 
soak should consist of potassium permanganate 
1:10,000 solution, while the evening soak should 
be in normal saline. These soaks will wash away 
crusts of debris, promote drainage and help to 
delineate necrotic from viable tissue. In addition, 
any superimposed dermatophytosis will be con- 
trolled. Drainage of suppurative areas should be 
established by as simple a procedure as possible. 
As necrotic tissue delineates, it should be care- 
fully debrided. It has recently been found that 
the fibrinolytic ointments and soaks greatly help 
in cleaning up these ulcers and in maintaining 
drainage. Areas of overt gangrene without infec- 
tion are best left alone in the hope that mummi- 
fication or autoamputation will occur. 
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Application of direct heat to the extremities is 
emphatically interdicted. More than any other 
agent, local heat will increase the local metabolic 
need far above the ability of the vascular bed 
to deliver blood. Many of the most severe ulcera- 
tions and infections are the result of the patient’s 
having applied local heat directly to the extrem- 
ity. If the patient’s feet are cold, he should be 
encouraged to use reflex heat or to wear light 
woolen bed socks. The avoidance of heat is 
particularly vital in those diabetics who have 
lost the sensation of pain. 


SURGERY 


Sympathectomy is now less often considered in 
the treatment of chronic arterial insufficiency 
than in former years. This procedure offers little 
to the treatment of intermittent claudication, 
while gangrene, once established, is irreversible. 
Onrare occasions the procedure may be considered, 
such as when the presence of extensive vasospasm 
is delaying the healing of an ulceration. Sym- 
pathectomy should never be offered on the basis 
that it will enable the patient to continue to 
smoke. Endarterectomy, graft and by-pass pro- 
cedures are still in the stages of evaluation. In 
carefully selected cases, considerable improve- 
ment has been noted. However, this type of 
surgery is most suited to focal block at a fairly 
high level, and the majority of the symptom- 
producing lesions in the diseases which have been 
considered are more peripheral. The procedures 
can only be considered when the distal circulation 
is good and adequate run-off can be assured. In 
any event, the majority of mild and moderately 
severe cases will respond well to the more con- 
servative program. 


ANTICOAGULANTS 


In studies of amputated limbs in patients with 
arteriosclerosis obliterans, multiple fresh occlu- 
sions due to thrombi are usually found. Similarly, 
at least one controlled study has shown that 
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patients maintained on long-term anticoagulant 
therapy were less likely to develop intermittent 
claudication than the corresponding group of 
controls. 

It may be concluded, therefore, that anti- 
coagulation would delay the development of 
vascular occlusion. The common case of chronic 
arterial insufficiency will usually respond suffi- 
ciently well to other measures so that anticoagu- 
lation is not indicated. In a patient in whom all 
other measures have been utilized to the fullest, 
and in whom there is good evidence of progression 
of the arteriosclerotic process, but in whom 
gangrene has not as yet appeared, it would be 
reasonable to attempt a trial of three to six 
months of ambulatory, long-term, anticoagulant 
therapy. However, this should only be used in 
very special circumstances. 


TABLE 1. 


Foot Care: Instructions to the Patient 


1. Never apply heat directly to your feet. 

2. Never allow your feet to be chilled or frozen. Wear light woolen 
socks during the day, and bed socks at night, if necessary. 

3. Always wear soft, well-fitted comfortable shoes. 

4. Toenails should only be cut in good light. Soak the feet in tepid 
water before cutting the nails. Cut the toenails straight across, 
and do not round the corners. 

5. Never pare calluses or cut corns yourself. Be sure to tell the 
chiropodist about your condition before he begins any treat- 
ment. 

6. Watch carefully for ulcers, blisters, cracks in the skin or painful 
calluses. At the first sign of any of these, see a doctor at once. 
Never try to treat them yourself. 

7. Never use strong solutions such as iodine, lysol or carbolic acid 
on your feet. 

8. Do not wear tight garters or self-supporting socks. 

9. Prevent athlete’s foot. Always dry carefully between the toes, 
and use a foot powder such as Desenex or Timofax. 
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INDIVIDUALIZED THERAPEUTIC MEASURES 
From the armamentarium described, the 


’ physician should select those methods which are 


appropriate to the degree of disease in the particu- 
lar patient. The physician should then arrange a 
program of treatment which takes into account 
the needs of the patient as an individual, and of 
his life situation. The patient should understand 
from the beginning that complete and definitive 
cure of all symptoms is not always possible, but 
that he will obtain considerable relief and can 
be certain of protection against progression of 
the disease, particularly against the threat of 
amputation, if he will follow the program of 
treatment as outlined. It is only in extensive 
disease, complicated by severe ulceration or 
gangrene, or in the patient who refuses to give up 
smoking, that loss of an extremity is threatened. 

Regimen for Mild Symptoms. For the patient 
with mild symptoms, the following general type 
of program is recommended: 

1. That he give up smoking totally and com- 
pletely. 

2. That he elevate the head of his bed, as 
described. 

3. That he take a warm tub bath, at a tem- 
perature of 95° to 100° F. for one hour daily. 

4. That he take Priscoline in the fashion de- 
scribed. 

If after eight to 12 weeks there has been no 
objective evidence of relief from symptoms and 
no change in skin temperature, arterial pulsa- 
tions or skin color, then reflex heat by the use of 
the heating pad to the abdomen should be in- 
cluded. This program should be continued for a 
minimum of one year. Finally, the patient should 
be instructed in the principles of foot care, as 
outlined in Table I. 

For patients who have had the recent appear 
ance of small ulcerations without cellulitis, it is 
frequently practical to arrange treatment on an 
ambulatory basis. These patients should begin 
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with the totality of the treatment outlined. 
Twice daily, foot soaks should be added to the 
treatment program. The patient should be en- 
couraged to continue to walk up to the point of 
pain. When the foot is not being soaked, it 
should be kept clean and dry. A small, dry dress- 
ing and clean socks are sufficient. On this pro- 
gram, small ulcers will usually heal, although this 
healing process may take several months. The 
program of treatment can then be continued as 
outlined. 

Hospital Regimen. Hospitalization is necessary 
for patients who have severe impairment of 
circulation, with extensive ulceration, gangrene 
or cellulitis. A basic program, which may be 
varied according to the individual, might be as 
follows: 

1. Bed rest in an oscillating bed. 

2. Ambulation. During the time of active 
cellulitis, the patient should be kept in bed. 
However, as soon as adequate drainage is es- 
tablished and the cellulitis has receded, the 
patient should be allowed to walk to the toilet. 
He should be encouraged from an early stage to 
walk small distances up to the point of pain. If, 
with the beginning of ambulation the cellulitis 
should extend, a further period of bed rest must 
be provided. 

3. Apply a heating pad to the abdomen for one 
hour three or four times daily. 

4. Foot soaks, as outlined. 

5. Priscoline and alcohol, as outlined. 

6. Medication for the pain. Here, as stated 
previously, adequate amounts of analgesics must 
be provided. 

7. Local treatment to the ulcers or gangrenous 
areas, as indicated. 

8. The physician must be particularly careful 
to instruct the patient to refrain from the use of 
tobacco in any form. It is suprising how often 
this is overlooked when patients are admitted to 
the hospital. 

9. A broad-spectrum antibiotic in adequate 
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Foot Head + 


FIGURE 5. The head of the bed is elevated on wooden blocks. 
This should be continued throughout the entire period of 
treatment. 


doses should be given if there is any evidence of 
infection. 

On this regimen, a surprisingly large number of 
ulcerations will heal. Very often gangrenous 
areas will mummify and autoamputation will 
occur. 

However, it is often many months before 
this occurs. Inasmuch as the patients are able to 
walk, and they are able to take care of their own 
basic needs, it is often possible after a period of 
two to four weeks’ hospitalization to transfer care 
to the patient’s home. The oscillating bed can 
frequently be rented from surgical supply houses; 
after the direction of healing is established, it is 
sometimes possible to substitute simple elevation 
of the head of the bed (Figure 5). Visiting nurse 
services will provide some supervision and the 
patient can be seen at frequent intervals by the 
physician. When it is possible to establish this 
kind of home program, it becomes feasible to 
continue treatment for as long as necessary for 
epithelization to occur. 


AMPUTATION 


Sometimes, spreading cellulitis, spiking fever 
or general deterioration of the patient will make 
amputation necessary. At other times the pain 
will become so unbearable that large doses of 
narcotics are not adequate. Here again, amputa- 
tion may be forced. However, it must be kept in 
mind that in the older people in whom this prob- 
lem most often arises, rehabilitation after ampu- 
tation is a long and tedious procedure. It is usu- 
ally many months before the patient has learned 
to use his prosthesis. Therefore, every effort 
should be made, whenever possible, to maintain 
the conservative program for as long a period 
of time as is necessary to obtain healing. 
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Chest X-rays and Chest X-ray Surveys 


SEVERAL SPECIFIC RECOMMENDATIONS have been 
made by the Committee on Radiation Effects 
of the American Trudeau Society. Tuberculosis, 
lung cancer, nontuberculous pulmonary infec- 
tions, intrathoracic tumors and cardiovascular 
abnormalities are conditions whose lasting cure 
often depends on early diagnosis of the unsus- 
pected lesion by chest x-ray techniques. Conven- 
tional and photofluorographic x-ray units may be 
used to serve a segment of the population which 
is expected to show a high yield of thoracic dis- 
ease, but the x-ray machines must be equipped 
with adequate protective devices. 

Among infants, children, young adults and 
prenatal patients, the tuberculin test should be 
used as a preliminary screening technique when- 
ever possible, and the tuberculin reactors should 
have roentgenographic examination of the lungs 
for the detection of tuberculosis. The nonreactors 
among these groups should be rechecked periodi- 
cally by means of the tuberculin test. In children, 
a single routine chest roentgenogram may be 
justified for the identification of unsuspected 
congenital or developmental defects and non- 
tuberculous disease and for comparison with any 
films taken later in life. 

Only those x-ray units that meet modern re- 
quirements for radiation protection should be 
used. Reassessment of case finding programs 
should be done to determine those segments of 
the population which should be examined roent- 
genographically and those which should be 
tuberculin tested. Among these high-yield groups, 
periodic chest roentgenograms are the most prac- 
tical approach. 

Three types of equipment are in general use for 
chest roentgenographic survey purposes. Other 
factors being equal, the amount of radiation 
necessary for a satisfactory chest film is least 
with a standard 14X17-in.-film in a cassette 
with intensifying screens. Compared with the 
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standard 14X17-in.-x-ray unit, there is approx- 
imately three to five times more radiation using 
the mirror optics photofluoroscopic unit, and 
about ten to 20 times the radiation exposure 
when using the standard lens camera photo- 
fluorographic machine. When the number of sur- 
vey films taken per day is small, it is better to use 
standard 14X17-in.-films. When the number of 
films taken per day is large or the machine must 
be moved frequently, as in the case of a mobile 
unit, a properly equipped photofluorographic 
unit is the most practical apparatus and its use is 
indicated in those segments of the population in 
which the yield of new cases is significant. When- 
ever the purchase of a new photofluorographic 
unit is contemplated, the mirror optical system 
camera is to be preferred over the ordinary lens 
system. 

The reduction in radiation with this device and 
the superiority of results will justify the sub- 
stantial difference in price. 

Screening of groups by fluoroscopy should be 
strongly discouraged for several reasons: The 
results are not accurate for diagnostic purposes; 
there is no permanent film record of the examina- 
tion, and the radiation exposure involved both 
for the subject and the examiner is excessive. 
However, special fluoroscopic examination may 
be indicated for special diagnostic purposes and 
for the determination of the dynamics of the 
chest. 

Those responsible for screening programs 
should insure that steps are being taken to main- 
tain the radiation dose at the lowest practicable 
level, both to those being examined and to equip- 
ment operators. Techniques are available to ac- 
complish this at nominal cost and should be ap- 
plied wherever not already in use. These include 
proper coning, proper filtration, shielding, ade- 
quate tube housing, and instruction and training 
of personnel concerning proper protective de- 
vices for all types of x-ray units. (Am. Rev. Resp. 
Dis., 80:115, 1959.) 
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Cordotomy 


JACKSON has analyzed the records of patients 
undergoing cordotomy between 1938 and 1958. 
The records of 58 patients were examined. Eighty- 
three per cent underwent cordotomy because of 
pain associated with neoplasms. By far the most 
common was carcinoma of the cervix with pelvic 
extension. The nonneoplastic causes of pain in- 
cluded: postinfluenzal painful contractures of the 
lower extremities, neuritis of the cauda equina, 
posttraumatic myelopathy, tabes dorsalis, sciatic 
neuralgia of unknown etiology and other miscel- 
laneous situations. Recent surgical trends have 
suggested that cordotomies are best performed in 
the cervical region usually at the level of C2 or C3. 

The relief of pain was excellent in 21 patients, 
good in 23, fair in eight and poor in six. The best 
results were obtained in patients suffering from 
neoplastic invasion of the lumbosacral plexus. 
The complications of surgery included transient 
paresis, occurrence or aggravation of sphincter 
difficulties and hypotension severe enough to re- 
quire vasopressor agents. (Boston Med. Quart., 
10:80, 1959.) 


Experimental Cerebral Embolism 


RoBIN and his colleagues emphasize the varia- 
bility encountered when studying cerebrovascu- 
lar disease in man. Some of these variations were 
controlled in their experiments on the cerebral 
hemodynamics of cerebral embolization in dogs. 

Cerebral embolization was produced by the 
intracarotid injection of polyvinyl latex, a thick 
substance that solidifies upon injection into the 
blood stream. The results of measurements of 
cerebral blood flow, mean arterial pressure and 
cerebrovascular resistance are shown in the chart 
at the right. Cerebral embolization in these anes- 
thetized dogs produced a fall in cerebral blood 
flow but no significant increase in cerebrovascular 
resistance. The mechanism for the decreased flow 
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seemed to be a decrease in mean arterial pressure. 
Section of the sympathetic vagus trunks pro- 
duced no significant increase in cerebral blood 
flow or fall in cerebrovascular resistance. 

These studies do not support the thesis that 
cerebrovascular spasm plays an important role in 
the altered cerebrovascular hemodynamics of ex- 
perimental cerebral embolization. (Cire. Re- 
search, 7:771, 1959.) 


CEREBRAL BLOOD FLOW 


20 
ml./100 Gm. brain/ min. 


MEAN ARTERIAL PRESSURE 


mm. Hg. 


CEREBROVASCULAR RESISTANCE 


3 


1 
mm. Hg./ml. blood/100 Gm. brain/min. 


Charts showing results of cerebral hemodynamic measure- 
ments in 18 anesthetized dogs before and 30 minutes after 
cerebral embolization. 
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Obscure Gastrointestinal Bleeding 


AVERY JONES and his associates review a large 
experience of 1,051 patients with hematemesis 
and melena who were admitted to a large London 
gastroenterology service between 1950 and 1955. 
Of these, 142 did not have x-ray or clinical evi- 
dence of the source of bleeding, and the present 
report is made up of the follow-up on these 142 
patients. A positive diagnosis has been made on 
33 patients as follows: duodenal ulcer (17), gas- 
tric ulcer (4), gastric cancer (4), colon cancer (38), 
small intestine cancer (2), cancer of the pancreas 
(1), Meckel’s diverticulum (1) and hereditary 
hemorrhagic telangiectasia (1). The cause of the 
bleeding in the remaining 109 patients remains 
obscure despite thorough investigation and a 
follow-up varying from three to seven years. 
(Brit. Med. J., 1:1188, 1959.) 


Thymic Cancer 


ANDRITSAKIS AND SOMMERS give both a histo- 
logic review of classification of thymic tumors 
and a correlation with associated disease and 
clinical symptoms. The material is selected from 
both autopsy and surgical specimens from vari- 
ous Boston hospitals, with a total of 50 cases. 

The majority are adenomas with capsular in- 
vasion and growth by direct extension. Distant 
metastases are rare, the most common sites 
being liver or cervical lymph nodes. Only four of 
the carcinomas developed regional lymph node 
metastases. 

Forty per cent of cases were symptomatic, 
presenting with superior vena cava syndrome, 
hemoptysis, dysphagia, weight loss, vague dis- 
comfort or frank pain. 

Seven cases had myasthenia gravis with typi- 
cally concomitantly occurring cytologic changes. 
Two cases with reticular cell adenomas that were 
well encapsulated, had distinctive lymphoid 
cells in the tumor and bone marrow that was 
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devoid of erythropoieses. One of these patients 
subsequently developed agamma-globulinemia. 

As carriers of nucleoprotein, this supports 
evidence that thymic lymphocytes participate in 
hematopoiesis. The one patient with Cushing’s 
disease had the usual scanty lymphocyte com- 
ponent to the tumor. 

Study of these tumors may contribute to 
knowledge of the metabolic role of the thymus 
in health and certain uncommon diseases. (J. 
Thoracic Surg., 37:273, 1959.) 


Monoamine-Oxidase Inhibitor 
in Hypertension 


MONOAMINE-OXIDASE (MAO) is involved in the 
metabolism of several physiologically active 
amines, including tryptamine, serotonin, dopa- 


‘mine and norepinephrine. Inhibition of this 


enzyme might be expected to produce alterations 
in cardiovascular dynamics. The first inhibitor of 
MAO to be used clinically was iproniazid in the 
treatment of tuberculosis, and more recently in 
the treatment of psychic depression and angina 
pectoris. Postural hypotension was often noted in 
patients receiving iproniazid. 

Gillespie, Terry and Sjoerdsma initiated a 
program of study of MAO inhibitors in hyper- 
tensive patients. A potent MAO inhibitor, desig- 
nated JB-516, has been found to be an antihyper- 
tensive agent. Extensive biochemical evidence 
was accumulated demonstrating inhibition of 
MAO. In addition it was soon apparent that this 
drug is a potent orthostatic hypotensive agent. 
A sustained lowering of the standing blood pres- 
sure, and in some cases the recumbent pressure 
as well, was achieved in a high percentage of 
patients with hypertension. The effects of JB-516 
simulated those produced by sympathectomy 
and ganglionic blocking agents, but did not 
appear to be associated with parasympatholytic 
effects. Chlorothiazide seemed to potentiate the 
antihypertensive effect. 
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An unusual toxic side effect was a high inci- 
dence of loss of red-green color discrimination 
caused by large doses of JB-516. This effect was 
reversible. The mechanisms of action of this 
group of drugs with regard to blood pressure re- 
mains unknown. However, the authors point out 
that this approach may lead to better under- 
standing of the biochemical mediation of hyper- 
tension. (Am. Heart J., 58:1, 1959.) 


Controlled Study of Analgesic Agents 


It HAS BEEN effectively demonstrated that the 
pain-relieving propensities of analgesic drugs, 
both narcotic and nonnarcotic, can be enhanced 
by the addition of one of the new tranquilizers. 
In addition to potentiating the sedative and 
analgesic effect, this permits a substantial reduc- 
tion in the dosage of opiates or anesthetics used. 
Since pain often compounds itself in intensity due 
to the added elements of anxiety, fear and the 
emotional imbalance initially caused by the pain, 
the addition of a tranquilizing drug has a rational 
therapeutic basis. By controlling the anxiety- 
tension state that invariably accompanies acute 
pain situations, one might logically anticipate 
more effective diminution of the original pain 
level and perhaps faster dissolution of the entire 
anxiety-pain complex. 

In 50 patients presenting a variety of acute 
pain situations, Settel studied, in a highly con- 
trolled double-blind study, the effect of three 
drug combinations. The study demonstrated 
conclusively the potentiation of the analgesic 
elect of dextropropoxyphene hydrochloride and 
aspirin (Darvon compound) by the addition of 
phenaglycodol—an effective ataraxic agent. Side 
effects were of little clinical significance and con- 
sted only of occasional constipation, nausea, 
drowsiness and mild gastric distress. The inci- 
dence of side effects was the same with or without 
the addition of the ataraxic agent. (Antibiot. Med. 
&Clin. Therap., 6:512, 1959.) 
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Bringing Up Veins 


LUNDY points out that the portable, easily ac- 
cessible hair dryer is an excellent device to sup- 
ply heat to the arm or that part of the anatomy 
where rapid vasodilatation for venipuncture is 
necessary. (See illustration above.) (Proc. Staff 
Meet., Mayo Clinic, 34:550, 1959.) 


Garrod’s Inborn Errors 


IN 1890, a young English physician named Archi- 
bald Garrod encountered several cases of alkapto- 
nuria. In his Croonian lectures on “‘Inborn Er- 
rors of Metabolism” in 1901 Garrod described the 
disorders as “metabolic sports, the clinical ana- 
logues of structural malformation.” A. B. Gutt- 
man has now reviewed how alkaptonuria, albi- 
nism, cystinuria and pentosuria were all described 
intuitively and brilliantly by Garrod in a fashion 
which has a strikingly modern ring. Guttman 
states that “it has taken medical science 50 years 
to catch up with Garrod’s concept that these are 
genetically transferred deficiencies of particular 
enzymes required for specific metabolic func- 
tions.” 
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Garrod’s prediction that the first examples 
were “merely the obvious members of a far 
larger group” has also been realized with a cur- 
rently large and expanding spectrum of heredi- 
table enzyme deficient states. These include: the 
hemophilias, hemoglobinopathies and congenital 
methemoglobinopathies, a variety of hemolytic 
anemias, the porphyrias, Gilbert’s disease, Du- 
bin-Johnson’s (“black liver’’) disease, congenital 
agamma-globulinemia, a variety of connective tis- 
sue disorders, cystinosis, oxalosis, Wilson’s dis- 
ease, phenylketonuria, essential hypercholestero- 
lemia and hyperlipemia, the lipidoses, galactose- 
mia, the glycogen storage diseases, several va- 
rieties of cretinism, hypophosphatasia, familial 
periodic paralysis, a variety of renal tubular re- 
absorptive defects, some of the muscular dystro- 
phies and myotonias. 

Inborn errors originate by a mutation of the 
chromosomal nucleic acid template from which 
the apoenzyme is generated. This may be very 
specific as in hemoglobin disease. One amino acid 
(valine in “‘S,”’ lysine in “‘C’’) may replace the 
glutamine of normal hemoglobin (“‘A’’) in just 
one point in the long chain of amino acid se- 
quences. These slight alterations, diagnosable by 
electrophoretic procedures, may in vivo be as 
lethal as gross organ structural change since the 
minute change of hemoglobin “‘S” appears to be 
responsible for the abnormal aggregation (“sick- 
ling’”’) of red blood cells in the body when oxygen 
is deficient. 

Most of the inborn errors are relatively benign. 
and it is only when a critical metabolic pathway 
is completely blocked that serious consequences 
may develop. Galactosemia is the result of the 
deficiency of the enzyme necessary for the con- 
version of galactose-l-phosphate to glucose-1- 
phosphate with a resultant piling up of galactose 
in the blood and tissues. 

Inborn errors of metabolism are rarely obvious 
at birth. The period required for demonstration 
of the defect, if it is detectable at all, may vary 
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from the weeks necessary for loss of maternal 
supplies to many years (gout, hypercholestero- 
lemia). In the storage diseases, time is required 
for the accumulations to occur sufficient to cause 
disease. 

A special category is the group with defective 
renal tubular reabsorption of one or more con- 
stituents of the glomerular filtrate, presumably a 
reflection of deficient enzyme transport systems 
resident chiefly in the proximal convolution. The 
increased renal clearance of various substances 
results in low plasma concentration. This is in 
contrast to the high blood levels with overflow in 
the metabolic block type of defect (cystinuria 
and cystinosis, for example). The result may be 
secondary depletion (rickets, osteomalacia) or in 
some instances excessive renal calculus forma- 
tion by the excretion of large amounts of a con- 
stituent of low solubility. 

Another special category of inborn errors are 
those ordinarily entirely not apparent until the 
onset of some form of stress. This may take the 
form of drug administration as is strikingly 
shown by the hemolytic reaction to primaquine, 
napthalene, sulfanilamide, nitrofurantoin, and to 
fava beans in patients with a deficiency of eryth- 
rocyte glucose-6-phosphate dehydrogenase. It 
may be presumed that other drug-hypersensi- 
tivity reactions may derive from one or another 
enzyme deficiency. 

The most characteristic abnormality in this 
group of diseases is that of a metabolic block, due 
to a specific enzyme deficiency, in the group of 
enzymatically controlled reactions which consti- 
tute body synthesis and degradation. The lack of 
the end product of the chain of reactions may be 
conspicuous as in the deficiency of melanin in 
albinism. More often it is the accumulation of 
metabolite(s) antecedent to the block which is 
apt to cause clinical disease. This may cause diffi- 
culties in disposal as in the storage disease, sec- 
ondary tissue reaction as in the cirrhosis of hemo- 
chromatosis and the tophi of gout. The effects 
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may be diverse such as with phenylketonuria 
which is due to a deficiency of phenylalanine 
hydroxylase. The characteristic fair hair of the 
syndrome is thought to result from an inter- 
ference in melanin formation by an inhibition of 
tyrosinase by accumulated phenylalanine. The 
mental deficiency has been ascribed to a second- 
ary deficit of 5-hydroxytryptamine by its decar- 
boxylase inhibition perhaps by phenylpryuvic 
acid. The urine appearance reflects the operation 
of alternative pathway excretions of the accu- 
mulated phenylalanine. 

A common clinical end-result may have multi- 
plicity of separate enzyme deficiency causes. 
Thus, glycogen storage disease may be at least 
four discrete diseases. Multiple disturbances in 
purine metabolism may be included in what is 
now designated as primary gout. 

Therapy by detection, avoidance or replace- 
ment is very helpful. Understanding of the dis- 
orders has suggested greatly improved means of 
prophylaxis and treatment. (Bull. N.Y. Acad. 
Med., 35:419, 1959.) 


Private Practice Decline 

THE PUBLIC HEALTH SERVICE has released a de- 
tailed analysis of the present supply of physicians 
in the United States with comparisons of similar 
analyses in 1936, 1940 and 1949. Although the 
total number of physicians in private practice 
increased slightly between 1949 and 1957 
(150,417 to 155,827), the number per 100,000 
population declined from 100.8 to 91.8. There are 
two reasons for this slump: (1) increase in popu- 
lation without any increase in medical graduates 
and (2) an increasing number of physicians en- 
tering federal service, hospitals and research (see 
accompanying chart). The maintenance of even 
the present ratio of physicians to population will 
require an additional 3,000 medical graduates 
yearly by 1975. (Health Manpower Source Book, 
USPHS Publication 268, No. 9, G80, p. 26.) 
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In relation to population, physicians in private practice 
have declined 16 per cent since 1931. 
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The Use of Gamma-Globulin 


ANDERSON has discussed the present status of 
gamma-globulins in clinical therapy. This pro- 
tein fraction contains the majority of the cir- 
culating antibodies, although a smaller amount 
is also present in the beta-globulin fractions. 
When gamma-globulin is administered, the in- 
dividual receives in effect, a form of passive im- 
munization. The protection conferred will be 
maximal shortly after injection and will diminish 
steadily until the end of three to five weeks, 
whereupon the individual reverts to his original 
susceptible state. 

The present clinical use of gamma-globulin for 
prophylaxis may be summarized as follows. Mea- 
sles is a well-documented instance of the efficacy 
of gamma-globulin in protecting the child from 
infection. It may be used in hospitals as a means 
of eliminating the cross-infection of measles in 
children’s wards and in preventing the disease in 
sick and weakened children under the age of 18 
months. The dose for a child under 2 years is 500 
mg. Attenuation may be accomplished with half 
of this dose. Rubella does not ordinarily call for 
gamma-globulin prophylaxis. Infectious hepatitis 
can be prevented by an injection of an adequate 
amount of gamma-globulin. In an adult this re- 
quires a dose of 1,500 mg. This mode of pro- 
phylaxis has been particularly effective in cur- 
tailing epidemics among adult staff members at 
institutions in which children seem to be a con- 
stant source of infection. Gamma-globulin does 
not prevent homologous serum hepatitis. Small- 
pox may be largely prevented by the administra- 
tion of 1,500 to 2,000 mg. of gamma-globulin 
prepared from the serum of recently vaccinated 
adults. This is particularly important in patients 
who have been closely contacted with cases of 
smallpox and who have never been primarily 
vaccinated. It is also of value in protecting in- 
dividuals who suffer from severe eczema or who 
otherwise cannot be vaccinated. 
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In therapy, as opposed to prophylaxis, gamma- 
globulin is indicated primarily in congenital defi- 
ciencies of gamma-globulin. Pooled adult gamma- 
globulin is administered monthly to children 
with hypogamma-globulinemia or agamma- 
globulinemia for an indefinite period. Certain 
other situations such as generalized vaccinia and 
certain forms of postvaccinal encephalitis have 
been reported to benefit from the administration 
of gamma-globulin. The documentation in the 
latter situations is not nearly so convincing as in 
those reported above. 

Gamma-globulin has little place in the manage- 
ment of poliomyelitis now that an effective 
method of active immunization is available. (The 
Practitioner, 183:283, 1959.) 


Emotions and Education 


FARNSWORTH examines the battleground of the 
school on which the individual makes his fight to 
develop his own emotional maturity. The degree 
of anxiety in all school adjustment is real but 
there have not been, until recently, organized 
programs to meet the issue of the disturbed 
student. The solution is not a simple one. It re- 
quires a sympathetic understanding on the part 
of the. faculty, careful planning with health 
physician, psychologist, psychiatrist and chap- 
lain and even consideration of an educational 
format leading to self-knowledge and maturity 
and not simply intellectual power. 

Where the parents have not succeeded, the 
school has the more difficulty. There are an 
estimated two psychoses each year for each 1,000 
students and a suicide can be expected somewhat 
more than once yearly in a student body of 
10,000. Farnsworth calls for further concerted 
action in the study of the role of emotional 
factors in education to help stem this purposeless 
and chaotic destruction of human lives, and to 
develop instead attitudes of cooperation and 
reason. (Ment. Hyg., 43:358, 1959.) 
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Ascites and Portal Vein Pressure 


Aspe from direct measurement of portal vein 
pressure at operation, it has been demonstrated 
that portal hypertension may be assessed with 
wedged hepatic vein pressures and intrasplenic 
pressures in patients. Kanter and his colleagues 
have employed these techniques in dogs to study 
the relationship of ascites to portal hypertension. 
In intact anesthetized dogs, they measured the 
pressures in the spleen, the hepatic veins, the 
inferior vena cava and the abdominal cavity 
during the introduction of fluid into the abdomen. 
The alterations in these parameters during the 
artificial induction of ascites are shown in the 
diagram at the right. 

The results of this study confirmed the pre- 
vious suggestion that intra-abdominal pressure 
affects portal pressure. These results further sug- 
gest that when ascites is associated with portal 
hypertension and bleeding esophageal varices, 
cautious abdominal parcentesis may be a useful 
therapeutic measure, for it reduces intra-ab- 
dominal pressure and thereby lowers portal pres- 
sure. (J. Lab. & Clin. Med., 54:756, 1959.) 


X-ray Therapy in Bronchogenic Carcinoma 


SOUDERS and his coauthors have analyzed their 
experience in the radiation therapy of broncho- 
genic carcinoma over the past seven years. These 
patients were treated with two-million volt ra- 
diation at the Massachusetts Institute of Tech- 
nology. Of the 152 cases selected for treatment, 
85 were inoperable by the usual standards. Pul- 
monary resection had been performed in 36 cases, 
but residual disease was known or suspected. In 
29 patients exploratory operations had revealed 
nonresectable disease. Two patients had operable 
lesions but chose instead x-ray therapy. The 
majority of this group completed a treatment 
course which included 6,000 or more roentgens at 
two-million volts. 
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Graph showing the elevations in intrasplenic, intravenous and 
intraperitoneal pressures that occur during the artificial in- 
duction of ascites. 


The length of survival for 102 patients who 
completed the entire radiation therapy aver- 
aged 11.3 months. For 48 patients who failed 
to complete the treatment the average survival 
was nine and eight-tenths months. A small num- 
ber of the group who completed therapy were 
still alive up to eight years after treatment. 

On analyzing the possible reasons for the 
difference in survival rate, the most striking 
finding was the relatively long duration of the 
disease before treatment was begun in those pa- 
tients who survived the longest. The data 
suggested that the long-term survivors had 
tumors with inherent qualities causing them to 
grow more slowly and disseminate less readily. 
The authors conclude that cure of bronchogenic 
carcinoma by high voltage x-ray therapy is 
apparently possible, but that the cost in mor- 
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bidity resulting from complications of radiation 
is high. (Lahey Clinic Bull., 11:130, 1959.) 


Chemotherapy for the Tuberculin Converter 


PERSONS whose reaction to tuberculin has 
changed from negative to positive are known as 
tuberculin converters. There is widespread in- 
terest in chemotherapy for tuberculin converters 
as a means of preventing the development of 
clinical tuberculosis. Drug therapy of this kind 
is referred to as chemoprophylaxis. The effective- 
ness of chemoprophylaxis is thought to be great- 
est when offered to those whose tuberculin re- 
actions are known to have changed from negative 
to positive within the previous year. 

Because of their curiosity about the prevailing 
attitude of their colleagues towards the treat- 
ment of tuberculin converters, Bridge and Ahlfs 
sent out a questionnaire in 1956 to tuberculosis 
hospitals throughout the United States asking, 
“What is your policy regarding chemotherapy for 
persons (employees, contacts, etc.) whose tuber- 
culin reactions change from negative to positive 
within a year, but who show no evidence of 
active tuberculosis by x-ray or other examina- 
tion”? The questionnaire was mailed to 519 
institutions and replies were received from 
424 (81.7 per cent). 

The respondents for 51.2 per cent of the hos- 
pitals said that they do not offer chemopro- 
phylaxis to the tuberculin converter unless a 
tuberculous lesion develops. On the other hand, 
those responding for 11.1 per cent of the hos- 
pitals stated that they prescribe treatment for all 
converters. An additional 23.3 per cent of the 
hospitals recommend chemoprophylaxis for se- 
lected cases. The respondents for ten of the latter 
hospitals described the type of case selected for 
chemoprophylaxis: Six limit treatment to infants, 
children and adolescents; two limit treatment to 
nurses or contacts of known open cases; one 
limits treatment to diabetic persons or to persons 
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requiring steroid therapy and one limits treat- 
ment to anyone converting within six months. 
From comments appended to a number of re- 
sponses, it would appear that isoniazid is the 
drug of choice. In no instance did the authors 
sense that hospitalization was recommended 
as part of the treatment of the tuberculin con- 
verter who presented no evidence of clinical tuber- 
culosis. 

The authors state that if encouraging results 
are observed from the treatment of large num- 
bers of tuberculin converters in properly con- 
trolled studies, the attitude toward chemopro- 
phylaxis of tuberculosis in the United States 
probably will become less conservative. Those 
who prefer to withhold therapy until a tubercu- 
lous lesion appears may change their opinion 
and offer treatment to properly selected persons 
with tuberculosis in its preclinical stage. (Dis. 
of Chest, 36:369, 1959.) 


Intrinsic Factor 


THE ROLE of intrinsic factor (IF) in the absorp- 
tion of vitamin Bj, from the intestinal tract is well 
known. Recently, investigators have observed 
that IF enhances, in vitro, the uptake of radio- 
active vitamin Bj. by liver slices and homo- 
genates. Okuda, Wider and Chow have now 
studied this phenomenon in vivo. 

The authors mixed IF preparations of various 
degrees of purity with vitamin By. tagged with 
radioactive cobalt. These were injected intraven- 
ously in rats. When a highly purified IF prepara- 
tion was used, a complete uptake of the radio- 
active vitamin B,, by the liver was observed within 
a few minutes. Cruder IF preparations (such as 
hog gallbladder bile, rat stomach mucosa and hu- 
man gastric juice) showed similar effects but toa 
lesser extent. These investigators were also able to 
demonstrate that the portion of Bj: which 1s 
bound to IF is preferentially taken up by the liver. 

In this study, other organs did not take up 
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measurable amounts of the By,:-IF complex. 
Further, the IF concentrate and B,. complex did 
not readily go to the liver when injected intra- 
muscularly. This strongly suggests poor diffusi- 
bility of the By2-IF complex. 

These authors speculate that IF or some similar 
kind of macromolecular substance circulates in the 
blood as a By carrier to transport By. from the 
intestine and other organs to the liver. (J. Lab. 
Clin. Med., 54:535, 1959.) 


Bronchitis 


BRONCHITIS ACCOUNTS for nearly 10 per cent of 
deaths in England and Wales and the death rate 
is 45 times that in this country. Fletcher points 
out that if this were due to differences in diag- 
nostic terminology one would expect to find 
some excess under another respiratory heading. 
An analysis of comparative death rates fails to 
indicate any such excess in coronary disease 
which would not likely explain the difference. 
Bronchitis is a term referring to inflammation of 
the bronchial tree with resultant excessive secre- 
tion. Severity is usually estimated by the morn- 
ing productivity of sputum. Inhaled irritants, in- 
cluding polluted air and dust—particularly to- 
bacco smoke—are concerned in the pathogenesis. 
It remains to be elucidated as to why the pro- 
gressive, disabling and fatal form of bronchitis is 
so common throughout England and Wales. 
(Am. Rev. Resp. Dis., 80:483, 1959.) 


Experimental Cleft Palate 


WALKER and his group have previously noted 
that puncturing the amniotic sac with a hypoder- 
mic needle just prior to closure of the secondary 
Palate can cause cleft palate in fetal mice. They 
have developed the hypothesis that reduced hy- 
drostatic pressure in the amniotic cavity allows 
the uterus to compress the fetus. In turn, the 
fetus’ head is pressed against its chest, and the 
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lower jaw and tongue are forced up toward the 
nasal septum. Since the palatine shelves have to 
force the tongue away from the nasal septum be- 
fore they can come together and fuse, pressure on 
the tongue from below could prevent normal 
palate closure. 

Further experiments have lent support to this 
hypothesis. Pregnant mice were treated 1324 and 
144 days post conception as follows: The uterus 
was exposed and all the embryos of one uterine 
horn were subject to the manipulations indicated 
in the chart below. Release of the embryo from the 
uterus was accomplished through slitting the 
uterus lengthwise. 

The results, which are shown in the chart below, 
indicate that while release from the uterus does 
not protect the fetus from developing a cleft 
palate, cleft palates are still dependent on loss of 
amniotic fluid. It is possible that the compression 
may be due to the amnion-yolk sac membranes 
rather than the uterus itself. (Science, 130:981, 
1959.) 


Normal 
Palate 
Cleft 
Palate 


2077 

107 

z 
Amniotic fluid Fluid withdrawn Release 
withdrawn plus release from uterus 


Chart comparing the incidence of normal palate and cleft 
palate in fetal mice subjected to the experimental procedures 
indicated. 
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Tetracycline Preparations 


SHARP editorial comments continue to appear 
regarding the claims and counterclaims that 
have been made for various tetracycline prepara- 
tions according to Boger and Gavin. The authors 
carefully studied 15 tetracycline preparations 
(11 investigational and four commercial) in a 
controlled fashion using small groups of healthy 
adults, each serving as his own control. They 
showed that dicalecium phosphate which is used 
as an “inert’”’ excipient or filler depresses the 
serum concentration of tetracycline hydrochlor- 
ide of tetracycline phosphate complex. The 
tetracycline «cts as a chelating agent combining 
with calcium and magnesium ions to become less 
well absorbed from the gastrointestinal tract. 
They also showed that tetracycline phosphate 
complex, tetracycline in combination with glu- 
cosamine, tetracycline with citric acid, and 
tetracycline with disoduim versenate (a power- 
ful chelating agent) do not result in serum levels 
higher than those observed after the administra- 
tion of tetracycline hydrochloride alone. These 
so-called “enhancing’”’ agents do not elevate 
serum concentrations of tetracycline above 
those observed by the administration of tetra- 
cycline hydrochloride alone. As so frequently 
proves to be the case, a drug in its simplest form 
is best. 

Although the gelatin capsules in which most 
Medications are presently prepared are rapidly 
dissolved in the stomach, there is the theoretic 
possibility that under some circumstances the 
capsule will serve as a barrier to rapid absorption 
in the gut. These authors showed that when the 
same preparation was administered but in “non- 
encapsulated form,” the serum concentrations 
were somewhat higher. The nonencapsulated 
preparations of tetracycline are very bitter and 
are impractical. Nevertheless, the results imply 
that encapsulation is a slight barrier to the rapid 
absorption of tetracycline from the gastroin- 
testinal tract. 
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Perhaps more significant than any errors of 
omission or commission on the part of clinical 
investigators of tetracycline preparations, 
has been the extent to which laboratory dem- 
onstrations of minor difference having no 
therapeutic significance have served as ammuni- 
tion in an “extremely colorful and multipaged 
battle of blood levels.’”’ Thus the magnitude 
of observed differences between tetracycline 
preparations are largely of academic interest 
and have little, if any, significance in terms 
of tetracycline therapy. (New Eng. J. Med., 
261:827, 1959.) 


Gout and the Blood 


TALBOTT REVIEWS hematologic abnormalities as- 
sociated with gout in 153 patients whose records 
were collected from various centers and analyzed 
by him. Polycythemia vera is associated most fre- 
quently with gout, and the myelogenous leukemia 
which may occur in the course of polycythemia in 
a small number of patients has complicated ther- 
apy of the hyperuricemia in those patients. Gout 
may be a secondary phenomenon to the blood 
dyscrasia but Talbott states that there is, with 
gout, an increased incidence of a variety of blood 
diseases including pernicious anemia, hemolytic 
anemia and leukemia. The concentration of the 
serum uric acid in such patients is higher and 
their therapy more challenging than in the pa- 
tients with uncomplicated gout. (Medicine, 38: 
173, 1959.) 


Management of Hodgkin’s Disease 


COOK AND HIS ASSOCIATES analyzed the effects 
of the combined use of nitrogen mustard and 
roentgen therapy in both long-term results and 
the production of palliation and remissions in 
212 patients with Hodgkin’s disease. Patients in 
whom nitrogen mustard was used were those 
with involvement of more than one lymph node 
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and with other evidences of generalized disease. 
There was a 37.2 per cent survival in patients 
treated with roentgen therapy alone and a 39.2 
per cent survival in those treated by the com- 
bined method. The fact that an almost equal ab- 
solute five-year survival was observed in each 
group is interpreted as indicating an advantage 
of the combined method, since this was used only 
in cases of generalized involvement. The in- 
creased three-year survival rates, the longer 
average monthly survivals of deceased patients 
and the lower first-year mortality rate are addi- 
tional observations in support of the more bene- 
ficial value of the combined method as compared 
to roentgen therapy alone. 

Of further interest is a group of 32 cases in 
which combined roentgen therapy and nitrogen 
mustard were used when reactivation or general- 
ization of the disease occurred after previous 
roentgen therapy. Further significant remission 
was produced in this group. This fact is addi- 
tional proof of a more favorable prognosis with 
combined therapy. (Am. J. Roentgen. & Rad. 
Therap., 82:651, 1959.) 


The Bilirubin-Albumin Complex 


ODELL REVIEWS comprehensively the clinical im- 
plications of the dissociation of bilirubin from 
albumin. Evidence for the specific cytotoxicity of 
bilirubin is highly probable, as for example, in 
kernicterus. However, factors other than the 
plasma concentration of bilirubin are of impor- 
tance in such cases. Recent studies have empha- 
sized the need for a distinction between the total 
serum bilirubin concentration and that fraction 
of the total which is diffusible into cells. For 
example, at pH 7.4, the maximal concentration of 
bilirubin in aqueous solutions is 0.1 mg. per 100 
ml. Therefore, in icteric serum, practically all of 
the bilirubin is bound. In order for bilirubin to 
enter cells and exert cytotoxic effects, it must 
dissociate from its bound state. Odell represents 
the chemical state of bilirubin and its distribu- 


GP 1960 


This schematic representation indicates that only dissociated 
bilirubin diffuses through the cell membrane. Bilirubin that 
becomes bound does not any longer affect the concentration 
gradients for diffusible bilirubin. 


tion in body fluids with a scheme similar to that 
shown in the diagram above. 

The concentration of dissociated bilirubin can 
be increased in extracellular fluids independently 
of the total bilirubin concentration. The mecha- 
nism by which this occurs clinically is reduction of 
the binding capacity of plasma proteins for bili- 
rubin. This is seen in premature infants with rela- 
tive hypoalbuminemia, and in newborns whose 
plasma contains excessive amounts of hematin, 
sulfonamides, salicylates, caffeine sodium benzo- 
ate and certain other substances, including an 
increased hydrogen ion concentration. 

This concept of the distribution of bilirubin is 
emphasized by studies of the administration of 
concentrated albumin to five jaundiced infants. 
The total plasma bilirubin concentration in- 
creased. Presumably this occurred because of a 
shift of bilirubin from extravascular areas into 
the plasma. Such a procedure may have thera- 
peutic implications. For example, if an infant is 
“primed” with albumin before exchange trans- 
fusion, more bilirubin may be removed without 
prolonging the time of the exchange transfusion. 
(J. Pediatrics, 55:268, 1959.) 
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Tips from 
Other Journals 


Pericarditis and Coxsackie Viruses 


GILLETT REPORTS the clinical and laboratory 
data on four patients with acute benign peri- 
carditis in which the causative agent was proved 
or presumed to be a Coxsackie virus. In these 
patients appreciable levels of antibody to Cox- 
sackie virus group B, type 5 were demonstrated. 
In only two of them was there a diagnostic or 
fourfold rise in titer. This is believed to be ex- 
plained by the fact that in the latter two patients 
the serum samples were collected early in the 
course of the disease. In the other two patients 
the rise in titer had most probably taken place 
before admission since these two patients had 
been ill for over a month. In the two patients 
with the significantly elevated titers, the specific 
virus was also demonstrated in the stools. The 
prolonged period of symptoms that some patients 
may have was stressed. One of the patients was 
symptomatic for approximately two months with 
persistence of a pericardial friction rub for about 
ten weeks after the onset of symptoms. Another 
was symptomatic for about nine or ten weeks, the 
pericardial friction rub being audible until ap- 
proximately the eleventh week of the illness. 
(New Eng. J. Med., 261:838, 1959.) 


Bacterial Flora of the 
Human Tracheobronchial Tree 


TWO HUNDRED patients in a tuberculosis sani- 
tarium had cultures taken of bronchial mucosa. 
One hundred specimens were obtained at bron- 
choscopy and 100 taken from the bronchial 
stump at the time of resection. The methods of 
culture and sensitivity determinations are dis- 
cussed in detail by Correll and his group. All 
cultures taken at the time of bronchoscopy were 
positive. This is thought to be due to aspirated 
saliva; only 20 per cent of cultures taken from 
bronchial stumps were positive. These patients 
with positive cultures had various pathologic 
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states favoring the growth of microdrganisms. 
It is therefore inferred that the human tracheo- 
bronchial mucosa is quite likely sterile. (J. 
Thoracic Surg., 37:367, 1959.) 


Hodgkin’s Disease Associated 
with Other Disorders 


THE COEXISTENCE of Hodgkin’s disease with 
other malignant neoplasms, other lymphomas 
and certain nonmalignant diseases was reported 
by Razis and his associates. The authors reviewed 
the charts of 1,102 patients with Hodgkin’s dis- 
ease in this context and made a comparison with 
the corresponding findings in a group of 1,269 
patients with lymphosarcoma and 220 patients 
with leukemia. In Hodgkin’s disease a second 
primary tumor was found in 24 of the 1,102 pa- 
tients in the group (2.2 per cent). In the lympho- 
sarcoma group, 48 of the 1,269 patients (3.9 per 
cent) had secondary primary neoplasms and 
among the leukemia patients the incidence was 
2.3 per cent. Whether this association is higher 
than in the general population is not known. It 
remains for the epidemiologists to apply statisti- 
cal methods in an effort to resolve this question. 

Two patients had Hodgkin’s disease associated 
with reticulum cell sarcoma. In two other pa- 
tients Hodgkin’s disease was associated with 
monocytic leukemia. In contrast, 7.6 per cent of 
the lymphosarcoma patients developed leu- 
kemia. The authors are unable to say whether the 
existence of more than one histologic variety of 
malignant lymphoma in the same patient is due 
either to a process of transformation or to their 
independent origin. 

In 20 of the 1,102 patients (1.8 per cent) active 
tuberculosis complicated their Hodgkin’s dis- 
ease. In all of these patients the tuberculosis ap- 
peared to become clinically active after the 
Hodgkin’s disease had evolved. In the lympho- 
sarcoma group, on the other hand, the incidence 
of complicating tuberculosis was 0.3 per cent. 


Volume XXI, Numbers GP 


I 
¢ 
d 
h 
a 
‘ 
Vis 
ap 
- 


Active tuberculosis was found in three of the 220 
patients with leukemia (1.4 per cent). 

Secondary amyloidosis was found in five pa- 
tients with Hodgkin’s disease, but in no patients 
with lymphosarcoma and leukemia. Although 
nitrogen mustard has been incriminated as a 
causative factor in secondary amyloidosis in 
Hodgkin’s disease, one of the authors’ patients 
did not receive nitrogen mustard. On the other 
hand, although nitrogen mustard was frequently 
used in the treatment of lymphosarcoma, no 
instance of secondary amyloidosis developed. 
These facts seem to exonerate nitrogen mustard 
as a causative factor of amyloidosis. Instances of 
the association of Hodgkin’s disease with sar- 
coidosis, collagen diseases, idiopathic thrombo- 
cytopenic purpura, diabetes mellitus and syphilis 
were also noted. (Am. J. Med. Sci., 238:327, 
1959.) 


Benign Strep Throat 


STREPTOCOCCAL sore throat is important both as 
acommon cause of illness and because it may be 
followed by rheumatic fever or acute nephritis. 
It is still impossible to separate hemolytic strep- 
tococcal and nonstreptococcal cases with any 
certainty so that a therapeutic dilemma is posed. 
Brumfitt and colleagues have isolated group-A 
streptococci from 8 per cent of healthy army 
recruits on arrival at a military base. The inci- 
dence of positive group-A throat cultures in- 
creased from 7 to 21 per cent after three to four 
weeks of communal life without cases of sore 
throats occurring. The authors question the sig- 
nificance of the group-A streptococcus when 
isolated from symptomatic cases due to the rela- 
tive infrequency of demonstrable antibody re- 
sponse. Penicillin therapy should be reserved for 
patients who have had rheumatic fever in the 
past, and for epidemics of streptococcal infection, 
when organisms of enhanced virulence may 
appear. (Lancet, 2:419, 1959.) 
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Myocardial Infarction in Cirrhotics 


IT is rather widely believed that atherosclerosis, 
particularly coronary atherosclerosis, is seldom 
a problem in patients with portal cirrhosis. 
Graext and his colleagues provide substantiation 
for that belief in a study of incidences of myo- 
cardial infarction at autopsy examinations. The 
incidence was lower in cirrhotics than in “gen- 
eral’ autopsy population (Figure 1). Also, when 
123 cirrhotics were compared with 156 cases of 
death by coronary occlusion and myocardial in- 
farction, the incidence of infarction in other or- 
gans was much lower in the cirrhotic group (Fig- 
ure 2). (Ann. Int. Med., 51:774, 1959.) 
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FIGURE 1. Incidence of death by myocardial infarction. 
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FIGURE 2. Comparison of incidences of infarction in cir- 
rhotics (123 patients) and patients who died of myocardial 
infarction (156 patients). 
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Tips from 
Other Journals 


Atrial Fibrillation Following 
Mitral Valvotomy 


THIS ARTICLE is a review of 254 consecutive cases 
undergoing mitral valvotomy in terms of the most 
frequent complication, atrial fibrillation. All cases 
are from the Kansas University Medical Center 
of the Kansas City VA Hospital dating from 1953. 

Of these 254 cases, 99 had preoperative atrial 
fibrillation, 155 had a normal sinus rhythm. In 
this group of 155, there was a 26 per cent in- 
cidence of atrial fibrillation, or 41 patients. The 
peak occurrence was on the second postoperative 
day, with the third and fourth days also having a 
high incidence. This group of 155 patients was 
subdivided according to medication: 

GROUP 1—Those receiving digitalis 

and quinidine 55 

GROUP 2—Those receiving digitalis only 43 

GROUP 3—Those receiving quinidine only 20 

GROUP 4—Those receiving no medication 37 


The incidence for each group was as follows: 


GROUP 1—16 per cent or nine patients (three of these were 
considered to be on inadequate dosage of 
quinidine, adequate being 0.4 Gm. every 
four hours) 

GROUP 2—30 per cent or 13 patients 


GROUP 3—85 per cent or seven patients 
GROUP per cent or 12 patients 


An attempt to convert those patients that did 
fibrillate was made in 33 cases. Twenty-eight cases 
were successfully converted to a normal sinus 
rhythm. This was accomplished by giving quini- 
dine to 15 already digitalized patients. This was 
accomplished in six by quinidine alone, in five by 
postoperative digitalizing or increasing the main- 
tenance dosage of digitalis and in two by prones- 
tyl and digitalis. 

In the 99 patients with preoperative atrial 
fibrillation an attempt at conversion was made 
with 45; only 12 cases were successful. 
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As atrial fibrillation decreases cardiac output 
by as much as 25 per cent an attempt at con- 
version should be made with all but chronic 


fibrillators. Conversion when done postopera- 
tively, was usually attempted on the tenth post- ‘ 
operative day. Embolization did not occur ina ‘ 
single case. (J. Thoracic & Cardiovasc. Surg., : 
38:353, 1959.) 
Falls tio 
INFANTS FALL frequently and rarely hurt them- 7 
selves. Falls in the aged may take a heavy toll as he 
demonstrated in a survey of 5,039 fatal home “ 
accidents in persons over 65 in England and i 
Wales. Of these fatalities, 3,989 were due to falls, 
and together with burns, scalds and coal gas 
poisonings, accounted for 97 per cent of all 
deaths. The importance of better housing is em- N. 
phasized since small quarters, poor lighting, loose ys 
rugs, highly polished floors, trailing electric a 
cords and narrow staircases were particularly ta 
perilous to the aged. Bomber points out physician fbi 
responsibility to be alert to, and remedy where ore 
possible, such dangerous living circumstances. the 
(Geriatrics, 14:293, 1959.) fat 
—] 
State of Welfare Un 
TOTAL EXPENDITURES—public and private—for 
all social welfare activities in the fields of health, 
education and welfare in the United States reached WU 
an approximate $60 billion in 1957. This is the Jon 
equivalent of about 14 per cent of all goods and a 
services produced in the nation (the gross na- os 
tional product). According to Cohen, this is evi- ns 
dence of the importance which the United States pa 
places on human values since these funds are used 50. 
to develop the capacities and creativeness of the 4 
individual, strengthen family life and provide a 
variety of public and private social welfare insti- 
tutions to promote the general welfare. (Am. J. Ww 
Pub. Health, 49:1299, 1959.) ical 
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Etiology of Hypertension 

(New York Heart Association’s Conference on 
Arterial Hypertension, New York, Jan. 26) MORE 
AND MORE, primary hypertension is emerging as 
“a true disease, and one which has a clear genetic 
component. Our direction of inquiry should lead, 
not to the pressures of anxious and crowded liv- 
ing, but . . . to an inherited biochemical aberra- 
tion or error in metabolism.” The disease is 
usually detected in the early 30’s, and “a docu- 
mented onset past the age of 50 is almost un- 
heard of. . . If you’re past 50 and haven’t got it, 
you won’t.”—Dr. GEORGE A. PERERA, Columbia 
College of Physicians and Surgeons, New York. 


Diet and Atherosclerosis 


(National Dairy Council annual meeting, Chicago, 
Jan. 25) DIET has not been shown to be the prime 
cause of coronary artery disease. More important 
is the second stage of artery disease in which 
fibrous plaques form within the arteries. “Our 
problem is that little or nothing is known about 
the factors having to do with the conversion of 
fatty streaks (in the arteries) to fibrous plaques.” 
—Dr. RussELL L. HOLMAN, Louisiana State 
University School of Medicine. 


Hepatitis Upswing 

(U.S. Public Health Service report, Washington, 
Jan. 8) VIRAL HEPATITIS increased nearly 50 per 
cent in incidence last year over 1958, with 23,187 
cases reported in 1959. It appears the disease is 
in an upward swing following a low (14,922 cases 
in 1957). This had followed a peak of about 
50,000 cases in 1954. 


Housewives and Career Women 


(Western Section, American Federation for Clin- 
ical Research, Carmel, Calif., Jan. 28) THE HOUSE- 
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WIFE is much less subject to coronary disease 
than the ambitious, tense career woman. In an 
analysis of heart conditions and habits of 107 
housewives, 69 career women and 81 combining 
both occupations, career women were found to 
be five times more susceptible to myocardial in- 
farction than housewives when both groups were 
of premenstrual age. Postmenstruation, coronary 
disease was eight times higher among career 
women. Habits of smoking, drinking and diet 
did not appear influential—Drs. Ray H. RosEn- - 
MAN and MEYER FRIEDMAN, San Francisco. 


Diagnosis in Asthma 

(Ibid., Jan. 28) DETERMINATION of carbon di- 
oxide content of blood offers a guide to therapy 
in severe asthmatic attacks. The patient, despite 
exertions may be overbreathing or underbreath- 
ing. Patients who are actually underbreathing 
may well require cortisone or other agents to in- 
crease oxygen intake. On the other hand, breath- 
ing into a paper bag can be a simple procedure 
to increase carbon dioxide content of the blood 
relative to oxygen.—DrR. SOLBERT PERMUTT, 
National Jewish Hospital, Denver. 


Smog, Smoking and Lung Cancer 


(Air Pollution Symposium, University of Cali- 
fornia Medical School, San Francisco, Jan. 15) 
SoME 250,000 persons who had moved from 
smoggy, industrial areas of England were com- 
pared with native New Zealanders possessing 
similar constitutional make-up, dietary and 
smoking habits. Lung cancer among the “‘new- 
comers” was 30 per cent higher, and even 75 per 
cent higher if they had lived in England for 30 
years or more previously. Lung cancer appears 
to be a product of the total environment, with 
air pollution, smoking and respiratory infections 
each playing roles—Dr. Davip F. EAstcort, 
New Zealand. 
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Infant Depth Perception 


(Cornell University announcement, Ithaca, N.Y., 
Feb. 13) MOST BABIES acquire depth perception 
at 1 year of age or even as young as 7 months. 
This was tested by placing infants on a table top, 
with its sheer “‘cliff’’ edge extended by a piece 
of strong, transparent glass. Mothers then 
coaxed their infants to crawl over the “edge” 
onto the glass. But 92 per cent refused by age 
1—Mrs. ELEANOR J. GIBSON, research associate, 
and PROF. RICHARD WALK, psychology department. 


Apical Lung Cancer 


(American Academy of Orthopaedic Surgeons, Chi- 
cago, Jan. 25) PERSISTENT PAIN in the shoulder, 
arm or neck can signify unrecognized early apical 
lung cancer. Customary cancer symptoms are 
usually absent. Vague shoulder discomfort, lo- 
cated by the patient in the shoulder, neck or arm, 
is often the only early symptom. X-rays, prop- 
erly positioned to include the peak of the lung, 
can frequently diagnose the tumor early enough 
for treatment by segmental removal.—Drs. 
PauL F. DEE, R. GLENN SMITH, MILEs J. 
GULLICKSON and CHARLES S. BALLINGER, Rock- 
ford, Iu. 


Sciatic Nerve Injury 


(Ibid., Jan. 27) SCIATIC NERVES usually recover 
sufficiently from injuries to permit employment 
and walking reasonable distances without pain, 
an analysis of 328 patients followed for three to 


18 years shows. Individual mental attitude is ex- 
tremely important in determining what the pa- 
tient can do. Half the patients reported pain. 
Most were kept reasonably comfortable with 
heavy soled shoes containing a thick sponge rub- 
ber pad.—Dr. D. Kay CLAwsOon, University of 
Washington. 


Bursitis Treatment 


(Ibid., Jan. 26) PROPERLY planned exercise can 
be one of the most important therapies for 
shoulder bursitis, depending on stage and acute- 
ness of disease. Among the simplest and least 
painful are pendulum exercises in which the arm, 
hanging loosely over the side of a table, is swung 
from the shoulder in various directions. Other 
exercises can be added as the condition improves. 
—Dr. BECKETT HoworTH, Stamford, Conn. 


Excess Poundage 


(Metropolitan Life Insurance Company press con- 
ference and announcement, New York, Feb. 1) 
HALF of American men in their 30’s are at 
least 10 per cent above a new level of desirable 
weight for longevity, and about one-fourth are 
at least 20 per cent over this weight. The “de- 
sirable weight” is about 20 lb. below the new 
table of average weights recently issued by the 
Society of Actuaries after a four-year study. A 
smaller proportion of young women exceeds the 
desirable weight associated with longest life ex- 
pectancy. The company has issued a table of 
desirable weights for Americans over age 25. 
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Diabetic Control in Prevention 
of Late Vascular and Neurologic Sequelae 


Q. In dealing with diabetic patients, I have fre- 
quently wondered how much good careful control 
of glycosuria and blood sugars does in preventing 
late vascular and neurologic sequelae. A close 
correlation is implied in some medical school 
teaching but I have never seen any real evidence, 
one way or the other. Ketoacidosis is another 
separate problem which need not enter into the 
present discussion. To what extent does the care- 
ful control of diabetic patients reduce the inci- 
dence of late vascular and neurologic sequelae of 
the disease? What objective evidence is available 
to support the view that poor regulation is asso- 
ciated with a high incidence of late complications 
(as opposed to ketoacidosis)? 


A. Studies of diabetic control in a large number 
of patients from the Joslin Clinic at the New Eng- 
land Deaconess Hospital have been reported re- 
peatedly. Patients whose diabetes began in child- 
hood or early life were selected and brought back 
for careful study of their arteries, eyes and kid- 
neys after periods of ten to 25 years of diabetes. 
The results clearly showed that the incidence of 
late vascular, ocular and renal sequelae was much 
less in those diabetic patients with good degrees 
of control than in those where measurement of 
diet and testing of the urine and control of blood 
sugar levels were less careful. Similar results are 
reported by Jackson and his associates at the 
University of Iowa in the severe diabetes of 
childhood. Johnsson, whose article is summarized 
inthe Journal of the American Medical Association 
(October 17, 1959) states that not only retinal 

ons were more serious but renal complications 
Were seven times more frequent in patients 
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treated with liberal or “free” diet than in his 
earlier series in which patients were more care- 
fully controlled. For detailed reports, the follow- 
ing references may be consulted: 

Joslin, Root, White and Marble, Treatment of 
Diabetes Mellitus, 10th ed. Philadelphia: Lea 
& Febiger, 1959, pp. 425, 555, 556. 

Hardin, Jackson, Johnston and Kelley, Dia- 
betes, 5:397, 1956. 

Keiding, Root and Marble, J.A.M.A., 150:964, 
1952. 

Wilson, Root and Marble, New England J. 
Med., 245;513, 1951. 

Johnsson, S., Nord. med., June 25, 1959, cited 
in J.A.M.A., 171:1027, 1959. 


Discrepancy in Tests 


Q. I should like information in regard to probable 
diagnosis and treatment of the following case: 

I have seen a 33-year-old white, married 
female during the past two years for complaints 
of intermittent attacks of severe abdominal pain. 
On each occasion the pain has been excruciat- 
ing and of sudden onset. The pain occurs in 
either of the flanks or upper or lower central 
abdomen and is associated with nervousness. 
On two occasions, the patient says she has passed 
red urine. During one attack, I administered 
I.V. Etamon with immediate relief of pain 
and consequently believed that this patient 
was having intermittent acute porphyria, 
although I was not able to obtain positive 
urinary porphyrins. 

During the past 12 months, the patient’s 
blood pressure has remained about 90/60, 
weight 110 lbs. Her height is 5 ft., 4 in. During 
the last three months, brown pigmentation of 
the face has occurred, and I thought that she 
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might have Addison’s disease. However, after 
hospital admission and a work-up, results of 
blood count and urinalysis are normal. The 
eosinophil count was 166/cu. mm. during 
early-morning starvation and following ACTH 
stimulation was still 155/ cu. mm. Initially, a 
24-hour urine specimen contained 7 mg./liter 
of 17-ketosteroids and 3.8 mg./liter of 17- 
ketogenic steroids while the respective values, 
after eight hours ACTH, I.V., were 10.5 and 
12.5 mg./liter. Before ACTH plasma 17-keto- 
steroids were 53 mcg./100 ml. and after ACTH 
were 178 mcg./100 ml. The glucose tolerance 
curve was flat and rose only from 90 to 100 
mg. per cent. A BMR was said to be —34, 
although the PBI was returned as 7 mcg. per 
cent. It would now appear that possibly this 
patient had a mild pituitary necrosis following 
her last childbirth and will need replacement 
therapy with thyroid and weekly injections with 
ACTH. 

I would like your opinion as to the probable 
lesion present and the treatment suggested, 
along with any further studies you deem neces- 
sary. 


A. This isa confusing case; in part the confusion 
arises from the multiplicity of tests and the dis- 
crepancy. Certainly porphyria should be con- 
sidered. The eosinophil count is not considered a 
very useful test since corticosteroid determina- 
tions have become available. The determination 
of 17-ketosteroids and 17-ketogenic steroids on a 
per liter basis is not satisfactory unless the total 
24-hour volume is also given. If we assume that 
the urine output was approximately 1 liter per 
day, the response to ACTH (if 25 to 50 units were 
given over an eight-hour peroid) is poor. This 
suggests decreased adrenal activity. If successive 
days of stimulation with ACTH produced in- 
creasing response from the adrenal gland, the 
possibility of hypopituitarism would be strength- 
ened. If no response occurred on the two succes- 
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sive days of ACTH stimulation this is more con- 
sistent with Addison’s disease. Plasma 17-keto- 
steroids are not generally used in the diagnosis of 
this type of condition but the values given 
suggest a good response to ACTH and would be 
against the diagnosis of Addison’s disease. It 
would be important to determine whether the 
patient had possibly received some iodine prior to 
the determination of the PBI and perhaps a 
radioactive iodine uptake test should be done. 
The wide discrepancy between BMR and PBI is 
not easily understandable. A urinary FSH would 
be helpful in determining whether pituitary 
function is normal. 


Orally Ingested Iron 


Q. In what form is orally ingested iron most readi- 
ly utilized? 


A. Iron is prescribed in the ferrous state. When 
taken orally, this is absorbed and utilized readily 
by most persons. Preparations of ferrous sulfate 
or ferrous gluconate can be used in a dose of 0.3 
Gm. three times a day. 


Tetravex Immunizations 


Q. What is the preferred procedure in using Tetra- 
vex for immunizations, including administra- 
tion of the booster shots? 


A. Immunizations with Tetravex should be 
started when the infant is 1 to 2 months of age. 
A second injection is given one month later anda 
third, one month after the second. A_ booster 
injection of Tetravex (full dose) is given at about 
18 months of age. Thereafter booster doses of 
DPT (0.1 to 0.2 cc.) are given at intervals of 
two to three years. 

At present, further injections of poliomyelitis 
vaccine are not recommended. This may be al- 
tered in the near future. 
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a Special Features 


Communications in Hospitals 


CHARLES E. NYBERG 


IN AN ARTICLE published in the August, 1956 
GP, entitled “‘Conflict in Hospital Staff Organi- 
zation and Operation,”’ the Academy’s Commis- 
sion on Hospitals discussed problems created 
by joint lines of command and responsibility in 
hospitals. The commission pointed out that while 
the physician is responsible for his hospitalized 
patient, he must depend on other individuals to 
provide supplementary care and services. These 
individuals are seldom under his direct and 
continuing supervision. 

A more complete discussion of the complex 
nature of management and operation of voluntary 
hospitals was presented last year by George 
Bugbee, president of the Health Information 
Foundation. Mr. Bugbee’s article, “The Physi- 
cian in the Hospital Organization,’ was printed 
inthe October 29, 1959, issue of the New England 
Journal of Medicine. 

Mr. Bugbee points out that the amount of 
medical care provided in the hospital has in- 
creased steadily in the past 50 years and that 
the diagnosis and treatment of much illness 
could not be carried on without the services and 
equipment available in a hospital. Because the 
public has made a great capital investment in 
voluntary hospitals, control has been vested in 
boards representing the public. Of this country’s 
1,300 general hospitals, 3,200 are voluntary hos- 
bitals with a capital investment of $614 billion, 
and they employ about 680,000 people. These 
voluntary hospitals admit 73 per cent of all 
general hospital patients. 

Although the hospital’s activities are geared 
o the effort of the physician to provide the best 
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care for his patient, the physician still remains 
partially isolated from the hospital organization. 

Mr. Bugbee said, ‘““The remarkable aspect of 
the hospital organization, no matter how much 
the physician may be involved in policy deter- 
mination, has been the organizational separation 
of administration of hospital personnel and 
physical plant from the physicians who work in 
the hospital. . . Other professionals in society 
must have the assistance of a physical plant and 
personnel in rendering their services. However, 
the lawyer, the college professor and the research 
scientist work with a proportionately much less 
complex organization—measured either in capital 
investment or in range and number of trained 
personnel participating in the service—and to a 
great degree these professionals have direct 
authority over the personnel assisting them. The 
unique aspect of the voluntary hospital is that 
the physician, who has final responsibility, has 
little official authority over those who must care 
for his patients.” 

Physicians are familiar with the division of 
responsibility and authority within the hospital 
and have experienced problems due to a conflict 
with their orders and those of the hospital author- 
ity. Hospital employees also have difficulties due 
to this dichotomy in hospital organization and 
are faced with a decision of whose instructions to 
follow. 


Physician Participation Needed 


Mr. Bugbee believes that the principles of 
organization that are violated continually in 
hospital operation are worth discussion. Although 
no major changes may be expected in the or- 
ganization of our voluntary hospitals, improve- 
ments should be possible through better com- 
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Communications in 
Hospitals 


munication and more participation by physicians. 
Staff physicians need a better understanding of 
the organization and operation of their hospital. 
They must understand and accept the unique 
organizational structure of the hospital and 
realize that they can function effectively in an 
advisory position to the administrator and the 
governing board. 

As in any group activity there are four manage- 
ment functions—planning, organizing, direction 
and control. In the usual organization the scalar 
principles of management are followed with 
delegation of responsibility and authority from 
the top down with a corresponding flow of in- 
formation on progress back to the top. 

In the hospital, the physician has limited 
direct participation in planning and organizing 


BOARD OF DIRECTORSE 
MEETING ROOM 


Because the public has made a great investment in voluntary 
hospitals, control has been vested in boards representing the 
public. Physicians will remain partially isolated from the 
hospital organization. 
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the hospital operation. Many staff physicians 
have no contact with this phase of hospital 
management and learn of hospital policies only 
through the administrator or supervisory per- 
sonnel under the administrator. When rules and 
regulations are brought to the physician’s atten- 
tion, while he is performing his and the hospital's 
main functions (care and treatment of patients), 
there can be a conflict on responsibility and 
authority. The physician is in the position of 
final responsibility for his patient but is not in 
direct command of the auxiliary personnel that 
must carry out the continuing care. The physi- 
cian gives or leaves orders but it remains to 
others to see that they are implemented properly. 
The function of control is therefore largely in 
the hands of the administrator. Only a vague 
distinction between medical treatment and hos- 
pital affairs separates the two areas of command 
and leaves much uncertainty among employed 
hospital personnel. 

Mr. Bugbee believes that the high degree of 
technical skill and the strong motivation among 
most hospital personnel enable the hospital 
group to operate as well as it does without unified 
command. He thinks, however, that the present 
hospital organizational structure does not et- 
courage nor demand communications between 
physicians and hospital personnel that would 
enhance employee motivation. 

The Commission on Hospitals has pointed out 
that the very qualities that are required to make 
a good physician—ambition and self-reliance— 
help create problems in hospital practice. The 
nature of practice requires a physician to assume 
heavy responsibilities for his patient’s welfare, 
and with the responsibility must go authority to 
direct the care of the patient. However, hospital 
practice requires sharing responsibility and 
authority with others and a restriction of the 
physician’s freedom of action. 

To ask the busy physician to devote more time 
to hospital management and to improved com 
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munication with hospital personnel appears to be 
impractical. However, Mr. Bugbee believes that 
voluntary hospitals, with their desire to facilitate 
the work of physicians, may have gone too far 
in releasing them from an important share of the 
responsibility for making the hospital operate at 
optimum efficiency. 

“Ignoring the greater part the physician might 
play has led to dependence on the scalar organi- 
zation that, although most effective in other 
types of enterprise, has not provided a complete 
enough answer to the hospital needs,” according 
to Mr. Bugbee. 

In summary, Mr. Bugbee states, ‘““What is 
needed, certainly, is better communication by 
physicians, within the present organization or 
some modification of it. Physicians must recog- 
nize their responsibility for improved communi- 
cations, and administrators must give attention 
to the means that doctors could use to assume 
greater responsibility for the success of the 
hospital operation.” 

The Academy’s Commission on Hospitals has 
recognized this need for greater participation by 
physicians in hospital management. It has urged 


Academy members to assume more responsibility 
for the over-all activities of a hospital, both in 
teaching and in committee work. It has pointed 
out that good communication between the policy- 
making body and the various groups in an organi- 
zation eliminates many problems. It should also 
be understood that conflict is the result of differ- 
ences of opinion and interest, and should be 
looked upon as a natural product of human re- 
lations. The first step should be to bring the 
difference into the open for discussion at the 
proper level of the organization. The desires or 
objectives of each group should be thoroughly 
examined and evaluated. An open and honest 
evaluation of the problem should result in a 
constructive solution. 

Most of the organization or management 
problems of a hospital can best be resolved by 
the group concerned through better communi- 
cations. It should be kept in mind that an indi- 
vidual will function best and make full use of 
his talents when he is working under conditions 
he believes he has had a part in determining. 
The goal of all concerned should always be 
better patient care. 


Reduces 


THE American Photocopy Equipment Company has designed a “‘Speed-Bill Kit’’ 


to help reduce the doctor’s cost of sending out monthly statements. The company 


Billing Costs 


statement. 


claims that the new system can save up to $1.22 in labor and supplies for each 


The old method of billing patients might take several days for the doctor’s assistant. 
With the automated system, 75 statements can be prepared in 30 minutes. 

The Speed-Bill kit comes with ledger cards printed with the doctor’s name and 
address. When it is time to send out bills, a photocopy of each card is made to send 
to the patient. The original ledger card is kept as a permanent record. 

The automated system allows the patient to see at a glance the itemized account 
of the doctor’s services. Since the photocopy is an exact reproduction of the original 
ledger, there is no chance for mistake. 

Furthermore, the statements are mailed in window envelopes, thus eliminating 
any tedious clerical work on the part of the doctor’s assistant. 
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Community Medical Assistance 


MARILYN BENSON 


Last MAy, the citizens of Germantown, IIl., (20 
miles west of Centralia) gathered to dedicate 
a new Community Medical Building. The 
community’s American Legion Drill Team pre- 
sented the colors, the school band played the na- 
tional anthem and the mayor made an address of 
welcome. At the conclusion of the program, the 
key to the new building was presented to the 
doctor who would bring medical care to this small 
Midwestern town and its surrounding rural 
area. 

In the past two years, this scene has been re- 
peated 23 times, across the country from Maine 
to Montana. To each rural community, it is 
probably the highlight of a lifetime. To the 
Sears-Roebuck Foundation, it marks the com- 
pletion of another project. 

The Sears-Roebuck Foundation first entered 
the field of medical assistance in 1955, operating 
a Plan of Financial Assistance to Physicians, 
aiding doctors who established practices in areas 
of medical need. However, the program was later 
suspended following an Internal Revenue Service 


ruling. 
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The Sears-Roebuck Foundation 
deluxe medical center is 

as elaborate as any 

medical center in America 

per square foot of space. 

It is construcied of steel, wood, 
brick or concrete blocks. 


Small Towns Need Attraction 


Still many communities clamored for a doctor. 
They had the lawyer, the merchant and the chief, 
but when people needed medical care, they had to 
drive 20 or 30 miles to the next town. The prob- 
lem was simple—these small towns had nothing 
to attract a doctor. 

Every year, thousands of young physicians 
finish internships and residencies. Of course, 
specialization takes its toll, and few (if any) 
specialists would begin practice in a town of 
2,000. General practitioners, too, shied away from 
the rural areas. They had been taught modern 
medicine, and they wanted to be near modern, 
well-equipped hospitals, with up-to-date equip- 
ment. Today’s young doctor is not content with 
the two-room office above the town bank or drug 
store. 

The Foundation recognized the fact that the 
small community must compete with the city for 
the doctor’s service. It must have something to 
attract the physician, and the best thing 1s 4 
modern medical center, the type of building a 
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young physician is not usually in a financial po- 
sition to build. 

Based on this idea, the Community Medical 
Assistance Program was formed. It is a self-help 
plan. The Foundation provides only advice, 
guidance and technical know-how. 

When a community like Germantown wants 
help, it contacts either the Foundation or the 
local medical society, which passes the word 
along to the Foundation. Then the ball starts 


rolling. 


Survey of Economic Potential 


Once an application is received, the Founda- 
tion checks the community with the state 
medical society to obtain all possible information. 
Then the community is ‘‘cased’”’ by members of 
the Foundation staff or the medical society. 

The Foundation, working with local civic 
groups, does a survey, which not only obtains a 
10 per cent or better sample of the medical 
habits of the community, but also indicates if 
there is sufficient economic potential for a doctor 
to earn an annual net income equal to or better 
than the $15,000-a-year national average. This 
is a random sample survey. The community is 
instructed to sample all sections of the town and 
all trade areas. At least half the survey is taken 
outside town. 

If the survey results are encouraging, a town 
meeting is held to explain the program. Partici- 
pation is voted on by secret ballot (“participa- 
tion” means building a very modern medical 
center). 

Once a community agrees to participate, the 
Foundation helps organize a nonprofit corpora- 
tion and raise sufficient funds for construction. 
In Germantown, the corporation was called the 
Community Development Association of Ger- 
mantown. Three months are allotted for the 
fund drive. 

All money is raised through purchase of stock 
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in the corporation, and the entire community 
participates. The people hope to be repaid for 
their investment; consequently they must sup- 
port the doctor. Thus, the doctor not only gets a 
low-rent new building; he has a built-in practice 
waiting for him. 

At the end of the fund drive, the Sears-Roe- 
buck Foundation provides blueprints, specifica- 
tions and architectural advice for a building 
commensurate with the funds raised. The 


Participating Communities 
COMPLETED BUILDING AND DOCTOR 
Carbondale, Colo. Hurlock, Md. 
Rochelle, Ga. Bridger, Mont. 
Anthon, Ia. Arcade, N.Y. 
Cobden, Iil. Walhalla, N.D. 
Elizabeth, Ill. Canton, Okla. 
Germantown, Ill. Pinewood, S.C. 
Huntley, Ill. Willow Lake, S.D. 
Kinmundy, IU. Green River, Utah 
St. Elmo, Iil. Darrington, Wash. 


Carson, Iowa Pine Bluffs, Wyo. 


Poland Springs, Me. 


COMPLETED BUILDING, NO DOCTOR 


Springfield, Colo. Shelby, Ia. 

Hilliard, Fla. Illmo, Mo. 

Glenwood, Ga. Medina, N.D. 
CONSTRUCTION STARTED AND DOCTOR 
Newton, Ill. Rushford, Minn. Roscoe, Tex. 
CONSTRUCTION STARTED, NO DOCTOR 
Cascade, Ia. Terry, Mont. 
Kimballiown, Ia. Locust, N.C. 

Natoma, Kan. Centerville, Tex. 

London Mills, Ill. Savoy, Tex. 


RAISING FUNDS, NO DOCTOR 


Pagosa Springs, Colo. Stephens, Minn. 

Malone, Fla. Pattonsburg, Mo. 
Nahunta, Ga. Schell City, Mo. 

McKee, Ky. Dover, Tenn. 


Mardela Springs, Md. 
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Community 
Medical Assistance 


medical centers range in cost from $18,000 to 
$35,000 for the deluxe two-doctor unit. 

The two-doctor unit, which will be displayed 
this month at the Academy’s 12th Annual 
Scientific Assembly in Philadelphia, covers 
2,112 square feet. It is made up of four examina- 
tion-consultation rooms, a circular control area 
for the nurse and office assistant, an emergency 
room, an area for BMR, EKG and recovery and 
a utility-storage area. The building is planned 
for maximum efficiency and includes built-in 
supply and instrument cabinets, lavatories, 
desks and filing cabinets. Each room is par- 
titioned from floor to ceiling, with soundproofing 
built within each partition. 

As soon as construction begins, the AMA 
Placement Service, the state medical society 
and the Foundation collaborate to interest doc- 
tors in moving to the area. Physicians are sent 
copies of the economic survey (which indicates 


EXAMINATION AND TREATMENT 


CONSULTATION ——— 


ENTRY ——— 


RECEPTIONIST AND OFFICEX—+— 
i 


NURSE 

The double unit modular coordinated medical center pro- 
vides faster, more thorough patient treatment as it eliminates 
the obsolete long corridor design. The circular patient control 
reduces the need for additional office help. 
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individual visits to doctors in one year, hos- 
pitalization for the same period and estimated 
expenditures for medical care) and leaflets show- 
ing the interior of the building. The Sears-Roe- 
buck Foundation does not attempt to “sign up” 
any physician; it merely refers names. The final 
agreement involves only the doctor and the 
community. 

Once a doctor agrees to practice in a cooperat- 
ing community, the Foundation provides the 
services of a professional consultant to help the 
physician obtain financial assistance, purchase 
equipment and offer advice and suggestions on 
the business side of the practice. 

In the two years the Community Medical 
Assistance Program has been in operation, the 
Sears-Roebuck Foundatien has worked with 47 
communities. In 1959, 28 towns voted to partici- 
pate. Twenty-four doctors have been obtained 
for communities that either had no physician at 
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WAITING ROOM 
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all or no replacement for the local doctor ready 


for retirement. 


cal construction made possible by the Founda- 
tion program. 


Of the remaining 23 communities, nine are rais- The pay-off in the program is not empty build- 
ing funds, eight are just starting to build and six ings but modern medical centers with qualified 
have finished construction and are waiting for medical doctors to staff them, health care for a 
doctors. All in all, 38 communities have either community and its surrounding area, provided 
completed construction or are in the process of by the people of the community, without one 


building. This represents $966,000 in new medi- 


For additional information on the Assembly exhibit see the News Department, page 237. 


cent of government assistance. 


Economics and the Family Physician 
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TWENTY-ONE PER CENT of the nation’s family physicians net less than $10,000 a 
year, 45 per cent net between $10,000 and $20,000 and 33 per cent net $20,000 or 
more. 

Most doctors charge $3 for a routine office call. For house calls, the most common 
charge is $5. Nearly 75 per cent of all the doctors discuss extra-medical-service costs 
with their patients in advance. Fifteen per cent discuss such costs “sometimes” and 
13 per cent rarely mention them. 

The highest family physician income areas are the West and North Central regions. 
Those who practice in large metropolitan or rural areas have lower than average in- 
comes. 

Higher income—higher fees. Fees are higher in the West, in large population centers, 
among doctors in their 40’s and 50’s and among those who net more than $20,000. 
Specialists’ fees range above those of general practitioners for comparable procedures. 

The family doctor sees about 26 patients a day. Thirty-six per cent average more 
than 30 and 17 per cent see more than 40 patients a day. Eighteen per cent see 15 or 
fewer patients. (Note: Academy members average 32 patients a day—38 including 
telephone calls.) 

Most family physicians are affiliated with one, two or three hospitals. The propor- 
tions with hospital affiliation are highest among the $20,000-plus income bracket 
(95 per cent); members of specialty societies (99 per cent), and American Academy 
of General Practice members (96 per cent). 

Forty-seven per cent of the family doctors belong to only one medical organization 
(usually the American Medical Association through a county or state society). 
Thirty-one per cent belong to two and 22 per cent to three or more. 
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Negligence and Malpractice 
HOWARD NEWCOMB MORSE, LL.B. 


In this series, a well-known legal author 
discusses some landmark cases 
in the continuing development 

of the law as it pertains 

to the tort liability of physicians. 


Young vs. Fishback 


In an action against a physician for malpractice on 
the ground that an abscess had developed on the scar 
after he performed an appendectomy, the question 
as to whether or not the physician had left even a 
small piece of gauze or other foreign substance in 
the wound and had thus caused the abscess was for 
the jury. 


This was a malpractice action against a physi- 
cian by a patient. The District Court of the 
United States for the District of Columbia 
directed a verdict in favor of the physician, and 
the patient appealed. 

About a year after the physician, Dr. Fred- 
erick C. Fishback, performed an appendectomy 
on the patient, Ronald W. Young, an abscess the 
size of a small egg had developed on the scar. 
After Dr. Fishback operated again to relieve the 
abscess, this action for alleged malpractice was 
filed against him by the patient. 

The theory of the patient was that a foreign 
body had been negligently left in the wound at 
the time of the first operation and had caused the 
abscess. A small portion of, or a few threads from, 
a piece of gauze had been left in the first incision 
by the physician. Such material will not be 
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absorbed. The trial court took the case from the 
jury and directed a verdict in favor of the physi- 
cian because the patient had not produced expert 
testimony to show that leaving a small bit of 
gauze or a few threads in the wound was not in 
accord with the degree of skill and care common 
to surgeons practicing in the District of Colum- 
bia locality. 

The United States Court of Appeals for the 
District of Columbia Circuit reversed the deci- 
sion of the court below and remanded the case to 
the lower court for a new trial. The Court of 
Appeals declared: ‘“‘We think the court erred in 
taking the case from the jury. Everybody knows, 
without being told by an expert, that it is not 
approved surgical practice to leave in a patient’s 
body a small bit of gauze or a few threads there- 
from, or any other foreign nonabsorbable sub- 
stance, no matter how small. It was for the jury 
to say whether the defendant had left even a 
small piece of gauze or other foreign substance in 
the wound and had thus caused the abscess.” 


(The preceding case was heard in the United 
States Court of Appeals for the District of Columbia 
Circutt, case number 262 F. 2d 469.) 
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Decho vs. Shutkin 


In an action for malpractice against a surgeon, who 
applied traction in treating the patient’s back injury 
even though he had been informed that the patient 
was allergic to adhesives, the evidence sustained a 
verdict for the patient. 


This was an action for malpractice against a 
surgeon. The Superior Court of New Haven 
County, Conn., rendered judgment for the pa- 
tient, and the surgeon appealed. 

The patient was a 240-lb. man, well over 
6 ft. tall. While at work in a foundry during 
the night shift, and while attempting to lift a very 
heavy piece of metal from a mold, he wrenched 
his back. The injury was so severe and the 
accompanying pain so agonizing that he was un- 
able to straighten up. 

He was taken (in a stooped position) to the 
first-aid station, where he was examined. He was 
then transported by automobile to his home. 
Upon arriving there, he was helped into the 
house. He was able to walk through the kitchen 
but, on reaching the parlor, collapsed to his 
knees. His agony was so intense that he could not 
get up; he remained on the parlor floor all night. 

On the following morning, while still in great 
pain, he was taken to the local hospital, where he 
was put to bed and given demerol, which lessened 
his pain. The patient was then free from pain as 
long as he lay absolutely still. As the result of an 
examination, the surgeon diagnosed the patient’s 
injury as a ruptured intervertebral disk. The 
surgeon advised that the patient be put in trac- 
tion. 

Before the treatment, the patient told the 
surgeon that he was allergic to adhesive tape. The 
surgeon replied that in lieu of the conventional 
adhesive tape he would use moleskin, a soft 
clothlike substance with an adhesive on it. To 
this the patient said, “It’s still tape, regardless of 
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whatever it is, it’s still tape.’”’ The surgeon then 
instructed the nurse to shave the patient’s right 
leg, but without waiting for her to do so he 
applied moleskin in two long strips along the 
sides of the leg. He then told the nurse to remove 
the moleskin if the patient felt any itching or 
burning sensations. 

Sometime during the night of the same day, 
the patient, experiencing pain and discomfort in 
the leg, complained to the nurse, but she advised 
him to wait until the surgeon came. The next 
morning, the surgeon visited the patient, who re- 
lated his experience of the preceding night. The 
surgeon, nevertheless, applied more traction to 
the leg and tightened the moleskin, telling the 
nurse to take it off if the patient had any further 
trouble with it. 

Later on during that day, the pain in the leg 
became so intense that-the patient asked the 
nurse to remove the moleskin. She tried to but 
had to stop because she became nauseated. The 
patient then completed the job himself but, in 
doing so, he took his own skin off, leaving his leg 
looking like raw meat. The leg was treated until 
the patient was released from the hospital. Dur- 
ing this period of treatment the leg remained raw 
looking and caused the patient considerable pain. 

For a few days after traction was stopped, the 
patient had some pain in his back. Then the 
pain ceased and when he left the hospital his back 
“felt fine.”” Subsequent to the patient’s discharge, 
his leg was treated for three months by a derma- 
tologist. When the leg had become healed, it 
turned dark brown in color for a while. The pa- 
tient returned to work in June for a week and 
then started working regularly in July. In Sep- 
tember he had another painful episode with 
his back. This required the removal of the disk. 
However, the operation was performed by 
another surgeon. 

The Supreme Court of Errors of Connecticut 
affirmed the decision of the court below. The 
Supreme Court of Errors stated: “‘. . . traction, 
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in the absence of pain on the plaintiff’s part and 
in view of his known allergy to adhesive in any 
form, was not in accord with the approved 
practice pursued by ... surgeons in the same 
general neighborhood.” 


(The preceding case was heard in the Supreme 
Court of Errors of Connecticut, case number 144 
Conn. 102, 127 A. 2d 618.) 


Robinson vs. Wirts 


In an action for pain and suffering, disfigurement 
and medical expenses resulting from surgery which 
was necessitated by a puncture of the esophagus by a 
gastroscope during an examination for cancer, 
where the patient did not offer any expert medical 
testimony to prove that the surgeon had inserted or 
manipulated the gastroscope improperly or had done 
anything else contrary to standard practice in treat- 
ing the patient, the patient could not recover damages. 


A patient brought an action in the court of 
Common Pleas of Philadelphia County, Pa., 
against a surgeon for alleged malpractice to re- 
cover damages for pain and suffering, the dis- 
figurement caused by the incisional scar across 
her body and her expenditures for medicines and 
medical treatment. At the trial the only evidence 
adduced by her, in addition to her own testimony 
as to what occurred, was that of the surgeon, 
called as for cross-examination. The court entered 
nonsuit (dismissed the case against the surgeon), 
and the patient appealed. 

The 45-year-old patient, Miss Hannah Robin- 
son, visited Jefferson Hospital in Philadelphia 
for a gastroscopic examination for the detection 
of possible cancer. The examination was made by 
Dr. Charles Wilmer Wirts. While it was an 


172 


operation that would normally take but a few 
minutes, it was apparently more than of a merely 
casual or routine nature, as was somewhat evi- 
denced by the fact that the patient received prior 
medication of demerol and a hypodermic injec- 
tion of atrophine sulfate, sedatives given to 
induce relaxation of the muscles of the esophagus 
and stomach during the course of the examina- 
tion. 

In this operation the gastroscope was passed 
along with ease until the cardia or esophageal 
orifice of the stomach was reached. An obstruc- 
tion was encountered there, apparently due to 
spasm. Dr. Wirts explained that such a spasm 
occurred at times because of the natural tend- 
ency of the esophagus to repel a foreign object. 
He then applied gentle pressure and insufflation 
aimed at distending the walls of the stomach and 
esophagus so as to clear the passage for the tube. 

The patient showed signs of distress, and an 
emphysema of the upper abdomen, neck and 
cheek occurred which made the surgeon suspect a 
possible puncture of the wall of the esophagus. 
The surgeon immediately removed the tube and 
discovered that there was a puncture approxi- 
mately lin. to 114 in. in size, requiring a thoracos- 
tomy for the removal of a rib and the suturing 
of the puncture. 

The Supreme Court of Pennsylvania sustained 
the decision of the lower court. The Supreme 
Court held that where the patient did not offer 
any expert medical testimony to prove that the 
surgeon had inserted or manipulated the gastro- 
scope improperly or had done anything else con- 
trary to standard practice in treating the patient, 
the patient could not recover damages. 


(The preceding case was heard in the Supreme 
Court of Pennsylvania, case number 387 Pa. St. 
291, 127 A. 2d 706.) 
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Academy 
Postgraduate Study 
Requirements 


COMMISSION ON EDUCATION 


THE PRESENT REQUIREMENT for continued mem- 
bership in the American Academy of General 
Practice is 150 hours of postgraduate study credit 
every three years, of which not less than 50 hours 
shall be under Category I. Members should re- 
port the actual number of hours attendance at 
postgraduate courses or scientific sessions of meet- 
ings and assemblies. The current list of classified 
courses is published monthly in GP. 

In the early years of the Academy a definition 
of acceptable postgraduate study received annual 
attention and review. In 1956 the Congress of 
Delegates adopted the following definition. No 
changes have been made since that time except 
that the last two paragraphs under “Definition 
of Sponsorship”’ were added in 1958. 


Definition of Acceptable 
Postgraduate Study 


All courses in either category must be of high 
educational, ethical and medical standards. 


CATEGORY I 


The following are eligible for Category I credit: 

a. Any postgraduate course given by an accred- 
ited medical school or recognized postgraduate 
medical school will be considered for Category I 
credit if it is submitted in advance to the state 
chapter committee on education for action under 
the established policy for classifying courses. 
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CONTINUATION 
STUDY COURSES 


Many Category I postgraduate courses are presented at 
medical school continuation study centers, at the American 
Academy’s Annual Scientific Assembly, and at state and 
local chapter scientific meetings and symposia. 


b. Any course sponsored by the American 
Academy of General Practice or by any of its 
constituent state or territorial chapters or by a 
medical school administrator, approved in ad- 
vance by the regional advisor of the Commission 
on Education, and processed by the AAGP or its 
constituent state or territorial chapter. 

ec. The Annual Scientific Assembly of the 
American Academy of General Practice and the 
Academy’s Invitational Scientific Congress. 

d. The Annual Scientific Assembly of each 
state chapter providing it be approved in advance 
by the regional advisor of the Commission on 
Education. 

e. The publication of a scientific paper by a 
member in a state or national medical journal, or 
the presentation of any original scientific paper to 
a medical audience at the county level or above, 
or the preparation and presentation of a scien- 
tific exhibit at a medical meeting at the state 
level or above shall receive ten hours credit. 
Scheduled teaching of medical students through 
a medical school shal] receive credit for each 
hour of actual teaching. 

Definition of Sponsorship: Sponsorship by the 
American Academy of General Practice or any of 
its constituent state or territorial chapters shall 
be defined as taking an active part and having an 
AAGP member on the program committee of the 
course being offered. This committee member 
must be one who is on the AAGP national, re- 
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gional, territorial, state or local chapter program 
committee or education committee. 

It must include active participation in and 
planning of the course offered. AAGP sponsor- 
ship is not to be confused with mere endorsement 
or approval of the quality of the course being 
given. 

Sponsorship can be authorized only by the 
board of directors of the state or territorial chap- 
ter, and official notification thereof given in writ- 
ing to the American Academy regional advisor 
through the chairman of the committee (or com- 
mission) on education of the state or territorial 
chapter. 

All advertisements, announcements and pro- 
grams shall bear in bold type and in a conspicu- 
ous position the statement that the course in 
question is sponsored by the appropriate state or 
territorial chapter of the American Academy of 
General Practice. 

Excess hours accrued under Category I may 
be applied to Category II. 


CatTecory II 


The following are eligible for Category II 
credit: 

a. The scientific meetings of the American 
Medical Association; 

b. Local and state medical society regular an- 
nual scientific meetings; 

c. Hospital staff scientific conferences and 
clinical pathologic conferences; 


d. Postgraduate seminars and assemblies not 


otherwise covered in Category I. 


Policy and Procedure for Classification 


Commission on Education’s Responsibility: The 
By-Laws of the Academy provide that “No 
member shall be re-elected to membership who 
has not, during the period of the preceding three 
years, completed a minimum of one hundred and 
fifty hours in postgraduate study of a nature 
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acceptable to the Board of Directors.’”’ The By- 
Laws also provide that the Commission on Idu- 
cation is responsible for evaluating the accept- 
ability of various types of postgraduate study for 
fulfilling the requirements for continued member- 
ship. The Commission on Education cannot dele- 
gate this responsibility to state chapter officers 
or committees. It is necessary therefore that state 
chapter officers and committee chairmen obtain 
written authorization from the Commission on 
Education regional representative before an- 
nouncing the classification of any program or 
stating that members will receive a specified 
number of hours credit for attendance. 

In carrying out its responsibility the Commis- 
sion on Education has developed rules and regu- 
lations for classifying programs under the defini- 
tion, and has established recommended proce- 
dures to be followed in obtaining a classification. 
All the rules and regulations have been submitted 
to the Congress of Delegates through the commis- 
sion’s annual reports, and have been adopted. 

Application for Category Credit: All applications 
for category credit submitted to state committee 
on education chairmen shall be forwarded to the 
regional advisor on the official form (No. 102) 
with appropriate recommendations from the 
state chairman of the education committee. In 
cases of disagreement on assigned category or 
number of hours credit, an appeal may be made 
to the AAGP Commission on Education. 

Announcement of Credit Authorized: Any or- 
ganization desiring to state on its official an- 
nouncement of a postgraduate program that 
members of the American Academy of General 
Practice will receive a specified number of hours 
credit, under either category, must have written 
authorization from the regional representative of 
the Commission on Education. A statement from 
a local or state chapter of the American Academy 
is not sufficient—it must be authorized by the 
Commission on Education through one of its 
regional advisors. 
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Furthermore, such announcement must clearly 
specify the category credit allowed and the maxi- 
mum number of hours available in that category. 
The announcement may state only that the pro- 
gram or course is “‘acceptable for __ hours of 
Category I (or Category II) credit by the Ameri- 
can Academy of General Practice.’”’ Do not use 
the terms “‘approved,”’ “endorsed” or “‘recom- 
mended”’ by the American Academy of General 
Practice. 

Maximum Hours of Credit: Maximum hours 
of credit should be based on the actual hours of 
scientific program. No credit is allowed for view- 
ing scientific exhibits at any meeting. The chair- 
man of the state chapter should clearly indicate 
maximum number of hours when completing the 
classification form for the regional advisor. 

In all cases, a member should report only the 
actual number of hours attendance at scientific 
sessions. 

Certification of Attendance: By action of the 
Congress of Delegates in March, 1957, the Acad- 
emy no longer requires that a school or organiza- 
tion conducting Category I courses or programs 
certify to the American Academy of General 
Practice members’ attendance. However, state 
chapters may make their own arrangements for 
obtaining certification of attendance records, and 
individual members are encouraged to obtain a 
certification of attendance for their own records. 

Annual Assemblies of State Chapters: Annual 
scientific assemblies of state chapters are accept- 
able for Category I credit by definition, but they 
must be approved in advance by a regional ad- 
visor of the Commission on Education. State 
chapters of the AAGP will follow the same pro- 
cedures concerning the announcement of cate- 
gory credit as stated in the foregoing paragraph 
“Announcement of Credit Authorized.” 

Other Scientific Programs of State and Local 
Chapters: Other scientific programs developed 
and conducted by state and local chapters are 
ligible for Category I credit but the recommen- 
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dation for Category I credit must be approved 
in advance by the regional advisor. 

Courses and programs developed and con- 
ducted in cooperation with other state or local 
organizations, to be eligible for Category I credit, 
require evidence that the state or local chapter 
has actively participated in the planning of the 
program, and that credit for such sponsorship be 
plainly indicated on all printed material. Ap- 
proval of the state or local chapter’s recommen- 
dation for Category I credit must be obtained 
in advance from the regional advisor. 

Programs Developed in One Area and Conducted 
in Another: If an essentially local course is given 
by organizations that involve one or more re- 
gions, the chairman of the Commission on Edu- 
cation may award Category I credit only on 


In order to receive credit, each member must report the 
actual number of hours attendance at postgraduate study 
courses or the scientific sessions of meetings and assemblies. 
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unanimous recommendation of all regional ad- 
visors concerned. 

Programs Developed with Financial Assistance 
from Pharmaceutical Firms: The commission rec- 
ommends that each state and local chapter of 
the AAGP adhere strictly to the letter and spirit 
of the “Code of Practice” for relations with 
pharmaceutical firms, adopted by the Board of 
Directors and the Congress of Delegates in 1956. 
The code provides that invitations to guest 
speakers, honoraria or expenses of guest speakers, 
publicity and press relations be handled by the 
Academy’s chapter conducting the program. 

Credit Line for Other Organizations Assisting in 
the Program: The term “‘sponsored” or ‘‘cospon- 
sored” should be used only to indicate that 
another medical organization is participating in 
the program, as outlined in the “Definition of 
Acceptable Postgraduate Study.” 

When a scientific program or course is made 
possible by a grant from a pharmaceutical firm, 
the commission urges that the following credit 
line be included on the program: “This program 
is made possible by a grant from (name of 
company),” or “This program is made possible 
by a grant from and with the cooperation of 
(name of company).” 

In indicating the category and number of hours 
on the program, the commission urges the use of 
the following: “Acceptable for _ hours of 
Category I (or Category II) credit by the Ameri- 
can Academy of General Practice.’”” Do not use 
the terms “approved,”’ “endorsed” or ‘“‘recom- 
mended” by the American Academy of General 
Practice. 

Scientific Programs of National and Major Re- 
gional Organizations: Scientific programs or post- 
graduate courses conducted by national or re- 
gional medical organizations and/or voluntary 
health associations shall not be considered for 
Category I credit unless such programs are proc- 
essed in writing well in advance through the 
channels of the appropriate Academy local and 
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state chapter and regional advisor of the AAGP 
Commission on Education. Such processing shall 
require submission of an advance copy of the 
program and evidence that its planning mecha- 
nisms are in accordance with the AAGP Commis- 
sion on Education’s definition of sponsorship and 
established policies. Final acceptance for Cate- 
gory I credit shall require action of the AAGP 
Commission on Education in assembled meeting. 

Special Courses of a National or Regional Medi- 
cal Organization: Should a national or regional 
organization desire to produce a special local or 
state course directed toward general practition- 
ers, classification of said program or course shall 
be categorized in accordance with the mechanics 
already established for classification of such local 
or state programs. 

Medical School Courses: Medical school and 
recognized postgraduate school courses are, by 
definition, acceptable for Category I credit. It is 
recommended that the state chapter submit for 
classification to the regional advisor all school 
courses of interest to general practitioners. Such 
procedure encourages the schools to seek advice 
and assistance from the American Academy on 
courses for general practitioners and enables the 
Academy to maintain a list of acceptable courses. 
Regulations concerning announcement of credit 
will be the same as for other courses—see para- 
graph entitled ‘Announcement of Credit Au- 
thorized.” 

Extension Courses: Medical school extension 
courses will be accepted for Category I credit 
upon certification by the school that the member 
has successfully completed the course as deter- 
mined by written examination given by the 
school. 

The number of hours credit for a particular 
course should be based on the school’s estimate, 
subject to the approval of the Commission on 
Education. In this matter, the regional advisor 
in whose area the course originates shall have 
full power to act for the commission. 
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Extension courses given by other organizations, 
such as the armed forces, are not acceptable for 
either Category I or Category II credit. 

Credit for Study in Foreign Countries: The com- 
mission’s policy on a member’s claim for post- 
graduate study in foreign countries is that it must 
be considered on an individual basis. A member 
claiming such credit must file his claim with the 
state chapter. The state chapter should request 
a ruling on the acceptability of the study from 
the regional advisor of the Commission on 
Education. 

Teaching Aids: The commission believes that 
films, kinescopes, tape recordings, radio confer- 
ences and television are all teaching aids which 
may be used in developing and conducting post- 
graduate programs. It does not believe it neces- 
sary nor desirable to classify or list individual 
films, kinescopes, tape recordings, radio confer- 
ences or television programs, nor the organiza- 
tions that produce or distribute them. The pro- 
gram in which these aids are used should be 
judged on its merit. Local groups in the more 
remote districts should be encouraged to use 
these teaching aids in conjunction with qualified 
instructors in developing their programs. 

Credit for Preceptor Teaching: No announced 
credit for teaching as preceptors, although a 
member may request consideration for such 
teaching in submitting his annual report of post- 
graduate study. The commission believes that 
any member engaged in preceptor teaching for 
a medical school will not need credit for such 
teaching to fulfill his requirements. 

Officers in Military Reserves: No credit for mili- 
tary training required to maintain reserve officer 
status in the military organizations. The com- 
mission believes that this type of training does 
not ordinarily provide advance education in medi- 
cine but is concerned more with military organi- 
zation and administration. 
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Early Cooperation Requested 


Many of the organizations, as well as the medi- 
cal schools, that are conducting courses, scientific 
meetings, clinical conferences and seminars of in- 
terest to general practitioners are not aware of 
the Academy’s definition and policy on classifying 
programs. Too often these organizations develop 
and announce programs, then seek classification 
for credit for Academy members. The directors 
of the programs point out that the program is 
designed to provide instruction in areas of interest 
to general practitioners and that the instruction 
is of high quality, but at this stage of production, 
a program is unable to qualify for Category I 
credit by definition. 

State chapter officers and all members of the 
Academy who have contact with faculty members 
of their medical schools or with officers of other 
medical organizations and related health organi- 
zations should bring the Academy’s definition of 
acceptable postgraduate study to these people’s 
attention. 

If there were more cooperation between the 
Academy’s local and state chapter officers and 
the officers or faculties of organizations producing 
postgraduate courses, many misunderstandings 
on acceptable study and credit for Academy 
members would be avoided. Too often a course 
or program is announced, then a request is re- 
ceived at the Academy headquarters for classifi- 
cation. Due to lack of cooperation at the planning 
stage, no credit or only Category II credit can be 
granted—a disappointment to both the sponsor- 
ing organization and to many Academy members. 

Keep the medical schools and other organiza- 
tions conducting programs in your area informed 
of the Academy’s postgraduate study require- 
ments. If they wish to have their courses or pro- 
grams classified by the Academy, make sure they 
follow the definition, rules and regulations. 
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The Doctor’s Day in Court 


S. THEODORE SUSSMAN, M.D. 


THE DOCTOR’S DAY in court starts long before he 
places his hand on the Bible and is sworn in. It 
really begins with his first examination of the in- 
jured patient. Armed with the knowledge that a 
well-kept record is important in caring for all 
patients, the physician must realize that it is 
indispensable in medico-legal cases. It forms the 
basis for the medical report to the attorney, 
which he uses to prepare the bill of particulars. 
Since most cases are settled rather than tried, 
the medical report of a physician is one of the 
most important elements for a satisfactory settle- 
ment of the plaintiff’s case. 

Quite obviously, this report will take consid- 
erable time to prepare, and the doctor will right- 
fully expect to be compensated for this time. It 
is unfortunate that in the past physicians have 
sometimes submitted cursory reports of little 
value to their patient’s attorneys, and payment 
for such reports could hardly be expected. By the 
same token, doctors have resented preparing 
reports without arrangement for their compen- 
sation. It is to be hoped that better understand- 
ing between the medical and legal professions 
will improve this situation. 

It is important to understand what a large 
element of plaintiff’s settlement or verdict is 
made up of compensation for pain and suffering. 
Therefore, a physician participating in a personal 
injury action should be especially careful in re- 
porting complaints of pain, noting objective evi- 
dence of its presence and enumerating the 
medications prescribed for its relief. 

An understanding of the lawyer’s viewpoint is 
essential to physicians. The advocate best serves 
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his client by presenting his injuries so as to ob- 
tain the largest possible settlement or verdict, 
This means that he resolves doubtful medical 
questions so as to secure the maximum recovery 
for his client. This is quite proper, much as the 
converse is true of counsel for the defense. Once 
the physician realizes this, he begins to under- 
stand the meaning of “‘reasonable medical cer- 
tainty,” a phrase often used by lawyers. Subjec- 
tive symptoms must be carefully weighed and, 
in fairness to the patient, the physician should 
give these subjective complaints their due 
credence. 

It is now mandatory that attorneys exchange 
physicians’ reports prior to trial in parts of New 
York City, and it seems likely that this rule will 
be extended to cover all of New York State in the 
near future. Once in the court room, all papers 
and records in the presence of the judge may, at 
his discretion, be ordered to be produced for in- 
spection by either side. Now, more than ever, it 
is apparent that the doctor’s day in court begins 
long before he places his hand on the Bible and 
says, “I do.” 


The Trial 


What of preparation for trial? The physician’s 
appearance in court requires that he study as 
carefully as he would for leading a clinico- 
pathologic conference. Indeed, his preparation 
is more difficult, for he must restudy the medical 
aspects, peruse the literature, instruct the pa- 
tient’s attorney on the medical background when 
called upon to do so and be briefed by the lawyer 
on what to expect. An intelligent, well-prepared 
defense attorney with his medical knowledge 
pertinent to the case at hand can often embarrass 
a poorly-prepared physician. 

The general physician, by his medical degree, 
qualifies as a medical expert in the court room. 
It is vital that his qualifications and experience 
be carefully and truthfully elucidated and that 
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his claims be amenable to substantiation. Even 
before he testifies, the family physician occupies a 
position of respect in the eyes of the court. It is 
essential that he be prepared to testify in detail 
regarding the nature and results of the initial ex- 
amination of the patient. The treating physician 
is usually allowed to state the history as given 
by the patient, a privilege denied to experts who 
examined the patient in order to testify. 

The physician may be asked to comment upon 
or diagnose x-ray films and laboratory findings, 


as well as read and interpret hospital records.- 


Adequate study and preparation before trial are 
indispensable. The doctor should be ready to 
state the nature of treatments administered, 
where they were given and the number of visits. 

The degree of disability and whether it is tem- 
porary or permanent are extremely important. 
Whenever possible, measurement of motion and 
strength should be given and then expressed as a 
fraction of normal. The subject of disability 
evaluation has been adequately covered in a 
special edition of the Journal of the American 
Medical Association, February 15, 1958. 

The “hypothetical question’”’ is used by plain- 
tif’s attorney to summarize the pertinent facts in 
his client’s case and may be extremely important, 
especially where questions of causal relation arise. 
It affords the physician an opportunity to state 
his opinion to the court and should be carefully 
prepared in advance of trial by advocate and 
doctor. The medical witness should be on guard 
for defense counsel’s effort to disrupt the ques- 
tion by removing or changing portions of it and 
asking whether this changes his testimony. The 
doctor’s opinion is based on the facts as a whole 
and he should so state. 

The physician may wish to emphasize the 
validity of his opinions by quoting medical litera- 
ture or textbooks. The court’s refusal to permit 
such reference is based upon the fact that a text- 
book or periodical cannot be cross-examined in 
court. 
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MEDICAL REPORT 


DATE: 


Name: 

Address: 

Age: Occupation: 
Marital Status: 


First Visit 


Subjective Complaints: 


Lab Tests and X-rays: 


Diagnosis: 


Treatment and Progress: 


Past History 
Medical: Disability 
Surgical: Total 
Traumatic: House Confining: 
Nonconfining: 
Objective Findings: Partial: 


Signed: 
Address: 


FIGURE 1. 


The defense attorney, on cross examination, 
may bring in texts and articles if the medical wit- 
ness is willing to recognize their author as an au- 
thority on the subject. Until and unless the at- 
torney secures the witness’ recognition of the 
authority, he cannot make any use of the texts 
or articles whatsoever. 

It is not disrespect that impels defense counsel 
to cross-examine the physician. To him is as- 
signed the task of minimizing the patient’s in- 
juries and damages. The means at his disposal 
are few: 

1. To cast doubt on the doctor’s honesty by 
demonstrating bias or selfish interest; 

2. To impugn his qualifications, and 
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History of Accident 
Date: Time: 
Place: 
Description: $$ 
| 
| 
| Prognosis (permanent disability, loss ie 
| of function, deformity or scarring): _— 


The Doctor’s Day 
in Court 


3. To minimize the importance of the injuries 
received and/or their permanency. 

The physician’s best defense against all of 
these is his honesty. Techniques 1 and 2 are 
fruitless when employed against a physician who 
carefully states his qualifications and experience 
and scrupulously avoids agreements by which 
payment is partly or wholly contingent upon 
recovery. 

The plaintiff’s attorney should prepare the 
inexperienced doctor for such hackneyed ques- 
tions as, “Have you discussed this case with 
anyone?” Defense attorneys often seek to show 
bias by asking, “‘Doctor, how much are you being 
paid for your testimony?” Many plaintiffs’ at- 
torneys will ask their doctors this question them- 
selves so as to remove the sting and implications 
from it. The medical witness’ compensation 
should be proportionate to the time consumed, 
and he should unhesitatingly state the amount 
per court session on which he has agreed, clearly 
stating that he is being paid for his time and not 
his testimony. 

The third technique, minimizing the plaintiff’s 
injuries, must be defended either by avoiding 
overstatement on direct examination or by ad- 
mitting that physicians, mortals that they be, 
are subject to errors in their diagnoses and 
prognoses. It is especially important that the 


physician, unaccustomed to a layman’s arguing 
with his opinion, remain placid and unruffled. He 
must not be angered into being an advocate. He 
may well be asked, ‘““Don’t you want the plain- 
tiff to win this suit?”’ His best reply is, “He is 
my patient and he has been injured. Certainly, | 
would like to see him compensated for these 
injuries.” 

The physician’s role is quite evidently a very 
important one. What of compensation? He is 
rightfully entitled to be paid a fair fee for all 
these services, and there are few attorneys or 
patients who will expect otherwise. 

The doctor quite properly charges for time 
consumed in rendering reports and in prepara- 
tion for trial as well as for holding himself in 
readiness to testify. Just compensation is due 
him for time spent in testifying. A tentative 
working agreement with attorney and patient 
may be sufficient. If the physician deems it 
necessary, an express contract for payment for 
these services can be made, always bearing in 
mind that contracts in which the payment or 
amount of payment is based upon the patient’s 
recovery, or amount of recovery, are null and 
void and unenforceable. 

Above all, the physician must bear in mind 
that, like all citizens, he must help in the ad- 
ministration of justice. 


Barbiturates 


THEsE DRUGS are chemically classified as uriedes and are all related to barbituric acid (malo- 
nylurea). Barbituric acid was first synthesized by A. Bayer in 1883. He is said to have s0- 


named this acid from the fact that one of its components is “urea” and because its synthesis 
was accomplished on St. Barbara’s Day. The hypnotic effect of this and other urea derivatives 
was explored by the German chemists Fischer and von Mehring. In 1903 they found that 
*di-ethyl-malonylurea” was an effective hypnotic and introduced it under the name of 
**Veronal.” Later this was “barbitone” in England and “barbital” in the United States. The 
origin of the name of the barbiturates is erroneously given by some authorities as coming from 
the lichen moss known as the ‘“‘Usnea Barbata,” or from the Latin word “‘barbata,” meaning 
bearded or barbed.—The Story Behind the Word, by Harry Wain, M.D. 
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Technic and Practice of Psychoanalysis. 

By Leon J. Saul, M.D. Pp. 244. Price, $8. J. B. Lippin- 

cott Company, Philadelphia, 1958. 

Tas book emphasizes the technique of psycho- 
analysis, not based on strict orthodoxy but on mod- 
em scientific open-mindedness. It is a practical, dy- 
namic approach to the problem translated in terms 
of immediate easing of the patient’s tension. 

Handling the forces of dependence and independ- 
ence, inferiority feelings, hostility, maturity-ego re- 
lationships and similar motivations is not possible 
without mastery of these motivations by the analyst 
himself. This is aided in no small measure by knowl- 
edge of the patient and his background over the 
years. This is a field where the family physician, if he 
is interested, can be of inestimable value. 

This volume is divided into two parts. In part one, 
What Is to Be Accomplished, the author discusses the 
nature and the goals of psychoanalytic treatment, 
attitudes of the analyst and the theoretic base of 
treatment. In part two, How to Accomplish Thera- 
peutic Goals, the author discusses the beginning 
stage, materials, conduct of the analysis, some 
special problems and progress in and termination of 
the analysis. 

An excellent index increases the value of this 
volume. For the general practitioner interested in 
this field, this book is highly recommended. 

—Louts H. WEINER, M.D. 


Communicable Diseases. 

Vol. 4. Edited by Ebbe Curtis Hoff, M.p. Pp. 544. Price, 

$5.50. Office of the Surgeon General, Department of the 

Army, Washington, D.C., 1958. 

THIS volume deals comprehensively with diseases 
transmitted through the respiratory and gastroin- 
testinal tracts. Diseases caused by bacteria, spiro- 
chetes, rickettsiae, viruses, fungi, protozoa, hel- 
minths, ectoparasites and toxins transmitted from 
man to man and from animals to man are discussed. 
These diseases are dealt with from a preventive 
medicine viewpoint. 

Many charts, tables and illustrations are used by 
the 21 outstanding medical authorities who have 
written this volume. 

This book would be of primary benefit to those 
Interested in preventive medicine, especially to 
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physicians in the armed services stationed in over- 
seas areas as well as in the United States. The historic 
aspect of diseases as they affect military operations is 
of interest. —JAMES P. JOBE, M.D. 


Clinical Evaluation of New Drugs. 

Edited by S. O. Waife, M.D. and Alvin P. Shapiro, M.D. 

Pp. 223. Price, $7.50. Harper & Brothers, New York, 

1959. 

THE authors of this book have all been actively en- 
gaged in research and teaching. Their scope includes 
both industry and medical schools. 

The entire process of drug evaluation, from the 
inception of a new drug to its use in clinic, hospital 
and private practice, is thoroughly covered. The 
authors set up standards that should be observed be- 
fore a new therapeutic agent is widely accepted. 

Chapters are devoted to such matters as the ethics 
of human experimentation, evaluation of subjective 
responses, placebos, statistical problems and the minu- 
tiae that must be observed in clinical trials. A section 
of the book covers trials in practice, with chapters on 
infectious and gastrointestinal diseases, nutritional 
and metabolic problems and cardiovascular and 
psychiatric disorders. 

On the whole, the book is written in a clear and 
straightforward style. The average reader will be- 
come bogged down only in the chapter devoted to 
statistical problems. 

Recently, emphasis has been placed on the im- 
portance of clinical investigation of new drugs by the 
general practitioner. Every family physician who 
contemplates engaging in clinical evaluation of drugs 
owes it to himself to buy and study this book. 

—F. P. RHOADES, M.D. 


The Nature of Retirement. 
By Elon H. Moore, PH.D. Pp. 217. Price, $4.50. The 
Macmillan Company, New York, 1959. 


The Nature of Retirement, written by Elon H. Moore, 
Ph.D., covers a great area of human life beginning 
in the 50’s and extending well past the middle 80’s. 
The author draws much of his information from a 
close study of 923 case histories which he personally 
analyzed, as well as from other available literature 
from American and English sources. 

This book deals with the aging individual and his 
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to help control 
progressive disorders 


of aging... 


ELDEC 


mineral-vitamin-hormone supplement 


KAPSEALS® 


begins at 40 


Taken during the middle years, ELDEC 
Kapseals help forestall nutritional and hor- 
monal deficiencies that contribute to the 
troublesome disorders of aging. ELDEC 
Kapseals provide comprehensive physiologic 
supplementation...aid in maintaining meta- 
bolic efficiency. At a time when normal func- 
tion is declining, ELDEC Kapseals help lay a 
firm foundation for good health and vitality 
in the later years. 
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reactions to a changing world. It depicts many of 
the adjustments which he must make to develop a 
wholesome and balanced outlook on the problems of 
retirement. 

Among the subjects covered are: “Satisfaction of 
Retirement,” “Retirement Irritations and Failures,” 
“Old Friends Are Not Enough,” “‘New Friends Must 
Be Found,” “To Move or Not to Move,” “Living 
with the Children,” “Total or Partial Retirement,” 
“Retention of Independence,” “Group Living for 
Retirees,” ‘(Community Responsibility to the Re- 
tiree,” “What the Company Can Do” and “Eco- 
nomic Preparation for Retirement.’”’ Suggestions for 
further reading and many other facets of the 
retiree’s problems are thoroughly discussed. 

Dr. Moore’s book should be of interest to a wide 
audience and should be of value to social workers, 
clergymen, teachers, physicians and wives and chil- 
dren of retirees. The data assembled can well be of 
great value to the family physician in guiding the 
thoughts of middle-aged and elderly persons. 

The reader will gain considerable factual informa- 
tion about the realities of retirement, including pos- 
sible pitfalls and disappointments. In addition, he 
will gain a positive philosophy regarding retirement. 

The reader will be impressed by the clarity and 
simple sentence structure of this book. It presents a 
pathway by which the prospective retiree can arrive 
at a satisfying, wholesome, serene and happy old age, 
rich in memories, looking forward for new worlds to 
conquer—the final goal being ““The Conquest of Self 
and the Meaning of Life.” 

—M. B. CASEBOLT, M.D. 


Radioactive Isotopes in Clinical Practice. 
By Edith H. Quimby, sc.v., Sergei Feitelberg, M.D. and 
Solomon Silver, M.D. Pp. 451. Price, $10. Lea & Febiger, 
Philadelphia, 1958. 
USEFUL to physicians in general practice starting the 
medical use of isotopes, and to doctors who want to 
expand their isotope programs, this volume is 4 
comprehensive summary of the presently known 
theory and the diagnostic and therapeutic practice of 
radioisotopes in the field of medicine. 
The book is divided into three parts, each written 
by the author who has the most to do with that field. 
One part covers the basic physics; another explains 
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the instrumentation for isotope use in actual prac- 
tice, and the last presents clinical applications in the 
diagnosis and treatment of disease, including detailed 
coverage of diagnosis and treatment of thyroid 
disease with I'*", —S. A. GARLAN, M.D. 


Surgical Convalescence. 
Annals of the New York Academy of Sciences. Vol. 78, 
Art. 2. Edited by Otto v St. Whitelock. Pp. 157. Price, $4. 
New York Academy of Sciences, New York, 1958. 

THIS monograph presents the many facets of surgical 
convalescence in a series of short, concise, well- 
written papers. These cover such topics as the bio- 
logic, metabolic, physiologic, sociologic, psychologic 
and economic factors in convalescence, written by 
leaders in their respective fields. 

The printing and format of this monograph, with 
its few but necessary illustrative charts and graphs, 
make this an easily read presentation. 

For the practitioner doing surgery or traumatic 
work, this monograph can be of value, not only for 
himself but also for patients of this type under his 
care. It provides physicians with the opportunity to 
re-evaluate their concepts of surgical convalescence. 

This is the conclusion of the authors: “Although 
the opinion of the attending doctor is the major 
factor in determining the total duration of the post- 
surgical convalescent period, the opinions and 
practices of individual doctors regarding this matter 
differ widely. Therefore we must critically re-evalu- 
ate our concepts of the conduct and duration of 
convalescence.” 

I recommend this book most highly for all general 
practitioners doing surgery or traumatic type of 
work, — RICHARD P. BELLAIRE, M.D. 


Roentgenology of the Chest. 
Edited by Coleman B. Rabin, M.D. Pp. 484. Price, $19.50. 
Charles C Thomas, Springfield, IU., 1958. 
THIS valuable volume, sponsored by the American 
College of Chest Physicians, has 50 contributors— 
clinicians, surgeons and roentgenologists. It fulfills 
admirably its intention to present roentgenology of 
the chest to the roentgenologist from the clinical 
viewpoint and to the clinician from the radiologic 
standpoint. There are not only chapters on diseases 
of the lungs, pleura, diaphragm and thoracic wall 
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begins at 40 


Physiologic Prophylaxis 

¢ 10 important vitamins plus minerals to help 
maintain cellular function and correct 
deficiencies 

e protein improvement factors to help compen- 
sate for unwise choice of food 

¢ digestive enzymes to aid in offsetting decreased 
natural production 

¢ steroids to stimulate metabolism and prevent or 
help correct protein depletion states 
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se 22 $82 
3 
a but in addition complete discussions on congenital pl 
Sa 2 3,3 and acquired diseases of the heart and the great as 
33 ‘as 3 The editor has selected the contributors carefully. or 
gs > ? Where precise knowledge of roentgen anatomy and 
Bx | enlisted. Where clinical aspects of a disease process ge 
pS Ha are the important consideration, clinicians with co 
4 22 2 22% special proficiency in chest radiology have been D 
: 2 selected. Thoracic surgeons who have made impor- m 
42 tant contributions in their field have been chosen to tic 
Sy pes 3 discuss many topics of surgical interest. he 
= = In such an excellent volume it is difficult to select ch 
3 g 33 the chapters of outstanding value. However, the 
43 3 sections ‘‘Some Special Signs in Chest Roentgenolo- Di 
= ae — = Fibrosis,” ‘“‘Acyanotic Forms of Heart Disease” and be 
Be 5 “Cyanotic Types of Congenital Malformations of the log 
3 = Sse 8 2 Heart” are of unusual interest and are especially lo 
-- aes ‘ — The editor has achieved a degree of balance not pa 
usually apparent in edited works with numerous 
contributors. The x-ray illustrations are profuse and Di 


of excellent technical quality. This book will be of 
value not only to radiologists, chest physicians and 
thoracic surgeons but also to physicians and stu- 
dents with an interest in diseases of the chest. 
Katz, M.D. 
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The Ecology of Human Disease. 

By Jacques M. May, M.D. Pp. 327. Price, $7.50. MD 

Publications, Inc., New York, 1959. 
WRITTEN by the director of the medical geography 
department of the American Geographical Society, 
this is the first of a three-volume study of the world’s 
major transmissible diseases. It is built on the 
author’s thesis that disease is not merely a simple im- 
pairment of health but rather an organic survival 
response pattern evoked in relation to environmental, 
social and physical stimuli. With this new and unique 
approach to human disease, Dr. May follows this 
theoretic presentation with a discussion of the geo- 
graphic history and spread (a travel history complete 
with maps) of cholera, brucellosis, poliomyelitis, tu- 
berculosis, leprosy, bacillary dysentery, salmonello- 
sis, amebiasis, yaws, scarlet fever and trachoma. 

The author’s theoretic concept of disease is highly 


op) 


Volume XXI, Number3 GP 


: 

— 

— 
= 

: 


philosophic in nature. For example, he defines disease 
as a convergence at a certain point in time and space 
(a human being) of an environmental stimulus (in- 
organic, poison; organic, virus; cultural, stress) with 
a tissue response. Its ecologic significance comes from 
the fact that environmental stimuli vary with the 
geographic and cultural location, while response is 
conditioned by the genetic make-up of the recipient. 
Disease patterns change with the change in environ- 
mental patterns (improved travel and communica- 
tion being the most important factor), while the 
host’s genetic characteristics and cultural patterns 
change in the realm of time. 

Unique in the field of technical medical volumes, 
Dr. May’s book is purely and simply fascinating 
reading. Though it is hardly a practical reference 
book for even the most public-health- or epidemic- 
logically-minded general practitioner, it has a socio- 
logic and philosophic appeal that will add depth to 
any physician’s understanding and treatment of his 
patients’ diseases. —S. A. GARLAN, M.D. 


Diagnosis of Congenital Heart Disease. 

2nd ed. By S. R. Kjellberg, E. Mannheimer, U. Rudhe 

and B. Jonsson. Pp. 866. Price, $28. The Year Book Pub- 

lishers, Inc., Chicago, 1959. 

CONGENITAL heart disease is a widespread and im- 
portant problem for every physician but especially 
so for the vascular surgeon, the cardiologist and the 
pediatrician. Modern diagnostic techniques required 
to select and prepare patients for definitive treat- 
ment are necessarily highly specialized. These factors 
(plus the price of the book) do not recommend 
Diagnosis of Congenital Heart Disease for every prac- 
titioner; yet there is no question that the book repre- 
sents a significant contribution. 

This translation from the Swedish is in its second 
edition. As the authors state in the preface, ‘This 
book is intended as an account of our own observa- 
tions and not as a comprehensive survey of the 
literature.” These observations are of a most detailed 
nature. After an embryologic survey and a thorough 
discussion of diagnostic techniques, each anomaly is 
reviewed extensively with regard to clinical and 
laboratory diagnostic criteria. The book abounds in 
illustrative material, the reproduction of angiocar- 
diograms being particularly striking. 
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New somnifacient brings sleep —without lethargy 


An oft-repeated prayer in Tibet today is “Om mani padme hum!” (Oh, the jewel of the 
lotus!), Harmony with the universe is the wish of the pious Tibetan Buddhists. Presumably, 


this incantation, borrowed from Brahmanized ritual, can help. 


Hospital patients, elderly patients, any patients sleep when you give them Lotusate, the 
new intermediate-acting barbiturate. This dependable somnifacient acts in fifteen to thirty 


minutes and the effects last from six to eight hours. Patients wake without lethargy. 


In slender purple Caplets® of 120 mg. (2 grains), Lotusate looks different. 


Adult dosage: Somnifacient —1 purple Caplet 15 to 30 minutes before retiring. 


Lotusate (brand of talbutal [5-allyi-5-sec.-butyibarbituric acid] ) and Caplets, trademarks reg. U.S. Pat. Off, 
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The cardiologic team of the Pediatric Clinic, 
Karolinska Sjukhuset, Stockholm, can be justly 
proud of this magnificent book. It is a required 
addition to the library of those with special interests 
in heart disease. —JOHN C. RosE, M.D. 


Urology in Outline. 

By T. L. Chapman, Ch.M. Pp. 176. Price, $6.75. Wil- 

liams & Wilkins Company, Baltimore, 1959. 
AT last, after a decade or more, a book on urology 
has appeared that is so readable, concise and clear 
that one is absorbed from beginning to end. The 
title of the book, Urology in Outline, misrepresents 
the vast amount of normal and abnormal urologic 
problems presented. Its scope is complete and the 
reader finishes it with a feeling of accomplishment. 

For the first time urology and its problems are 
made easy to understand. This is accomplished by 
simple, forthright language, exact and to the point. 
Anatomic and pathologic exactness has not been 
neglected. Most of the ease with which one can 
readily assimilate the book is due to the incorpora- 
tion of 135 full pages of more than 228 diagrams. 
My only criticism is that the diagrams should follow 
immediately the urologic problems under discussion 
instead of being placed at the end of the respective 
chapters. 

Urology in Outline is a necessity on the medical 
bookshelf of every general practitioner. 

— CHARLES K. ROSE, M.D. 


Resuscitation of the Unconscious Victim. 

By Peter Safar, M.D. and Martin C. McMahon. Pp. 79. 
Price, $1.75. Charles C Thomas, Springfield, Ill., 1959. 
THIS manual explains the ancient, but recently 
scientifically endorsed, mouth-to-mouth (and/or 
nose) method of artificial respiration. It deals ex- 
clusively with the problem of getting lifesaving air 
into unconscious persons whose air passages are ob- 

structed or who have stopped breathing. 

The American Red Cross adopted the mouth-to- 
mouth technique as the most desirable method of 
artificial respiration in May, 1959, upon recom- 
mendation of the National Research Council. A Red 
Cross spokesman has informed GP, however, that if 
this method cannot be used, the back pressure arm 
lift or chest pressure arm lift is advocated. 
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Doctors and nurses who have occasion to handle 
emergency cases would no doubt profit from reading 
this manual, as it is based on the authors’ experiences 
with actual resuscitations and also on research con- 
ducted at the Baltimore City Hospitals under a 
Department of the Army contract. 

The methods described are called “intermittent 
positive pressure breathing” (IPPB). They permit 
the rescuer to hold the victim’s air passageway open 
and at the same time observe his chest movements. 

The authors stress that holding the head tilted 
backward is the most important step in resuscitation. 
They emphasize that speed is more important than 
the concentration of oxygen in the resuscitating air. 

“Failure of the manual methods,” they state, 
“was due to (1) air passageway obstruction by the 
tongue, caused mainly by flexion of the neck, and (2) 
inadequate force for the movement of air.” 

The authors state that in special tests and actual 
emergencies, mouth-to-mouth and other positive 
pressure inflation methods have revived victims who 
did not respond to manual methods of artificial 
respiration. 

This rapid-to-read and clearly illustrated manual 
also describes atmospheric air and oxygen methods 
of resuscitation and contains information applying 
to specific cases, such as the newborn, drowning vic- 
tims and persons with chest and multiple injuries. 

On the negative side—the sloppy job of proof- 
reading might annoy some readers.— LOIS LAMME 


Surgery of the Foot. 

By Henri L. DuVries, Mp. Pp. 494. Price, $12.50. 

C. V. Mosby Company, St. Louis, 1959. 
THis book might be more appropriately entitled 
Care of the Foot. It is the result of 30 years of expe- 
rience by the author, who had his early training in 
chiropody before becoming a doctor of medicine. 

The text material on structure and function of 
bones, joints and muscles would not be nearly so 
valuable if it weren’t for the simplified but nonethe- 
less excellent black-and-white diagram. Although a 
goodly portion of the book is given to a description 
of surgical procedures, its major value lies in the 
section devoted to diagnosis and care of simpler, non- 
surgical or minor surgical procedures. 
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help themselves 


Send for a free booklet of sample pages from 


ARTHRITIS MEDICAL TREATMENT AND 
HOME CARE 


by John H. Bland, M.D., Director of the Clinics for 
Rheumatic Disease at Mary Fletcher Hospital and 
DeGoesbriand Memorial Hospital, Burlington, Vermont 


This book offers no ‘‘cure.’’ When you recommend it 
to a patient, you give him and his family a realistic 
knowledge of arthritis. It saves your time by explain- 
ing what can and cannot be done, and it offers a tested 
home care program for the suppression of the disease 
and relief of its symptoms. This program must be pre- 
scribed and supervised by you, the physician. Send 
today for your sample pages or for the book itself on 
approval: 


THE MACMILLAN COMPANY, 60 Fifth Avenue 
New York 11, N. Y. Box GPB-3. 


; Please send me 

1 the free booklet of sample pages from Bland: 
ARTHRITIS. 

; copy(s) of Bland: ARTHRITIS on approval. | may 
l return it (them) within 10 days at no obligation. 
l Otherwise bill me @ $4.95 per copy plus delivery 

1 


charges. (Save! You receive a 25% discount on 
all orders for 5 books or more.) 


CITY, ZONE, STATE 


Practitioner’s Bookshelf 


I highly recommend this book to every general 
practitioner, if only for the sections on the diagnosis 
of foot disorders, the treatment of so-called “plantar 
warts” and ingrown toenails and the proper fitting of 
shoes. —JOHN C. ELY, M.D. 


The Practical Use of the Microscope. 

By George Herbert Needham. Pp. 493. Price, $15.50. 

Charles C Thomas, Springfield, Ill., 1958. 

THIS volume has covered in detail what most physi- 
cians have learned in some degree by use of the 
microscope. Were I to be a director of a laboratory 
or the teacher of students who were to use a micro- 
scope, I would want the book in the reference library. 
As a practicing physician who uses his microscope for 
office tests of the simpler type, I would not purchase 
it; instead, I would look for it at the medical library 
as an infrequent aid when trouble developed. 

The text states that it is an “encyclopedia of 
microscopy.” If a physician wanted to do research on 
his own, he would find use for this book because it 
explains in detail methods of preservation of the 
findings through photomicrography. In that case, 
the purchase of the book would be recommended. 

— KENNETH BEEBE, M.D. 


The Mentally Retarded in Society. 

By Stanley Powell Davies. Pp. 248. Price, $5.50. Columbia 

University Press, New York, 1959. 

THE author has produced a very readable book for 
adequately informing workers dedicated to the care 
of mentally retarded children in their respective 
communities and states. 

This book is of general interest to the practitioner 
who must counsel parents of mentally retarded 
children, acquainting him with the historic concepts 
of Dr. Jean Itard, student of Dr. Pinel of Paris, as 
later refined by Dr. Seguin, a psychologist who came 
to America in 1850 to assist other pioneers in this 
work. 

The Binet-Simon intelligence tests, Terman’s I.Q. 
classification and the discovery of high-grade and 
borderline mental defectives, designated “moron” by 
Dr. Goddard, have made possible specialized train- 
ing at early school age. 

Discussions of multiple etiologies, eugenics, sterili- 
zation, segregation and delinquent defectives are 
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provocatively and instructively done. The chapters 
on the modern institution show that colonies, family 
care, community programs, schools, vocational train- 
ing and the United States Employment Service pre- 
sent a remarkable and effective cooperative effort, 
making the socializing process a durable and eco- 
nomically feasible one for the individual. Throughout 
the book the reader becomes cognizant that ‘“‘edu- 
cated concern” transcends the effectiveness of 
“dedicated ignorance.” —L. E. DREWREY, M.D. 


Breast Cancer. 

By A. J. Delario, M.D. Pp. 208. Price, $7.50. The 

Macmillan Company, New York, 1959. 

THE author deals primarily with a critical analysis of 
465 cases admitted to St. Joseph Hospital, Paterson, 
N.J., from 1934 to 1951, with 100 per cent follow-up. 
The book is divided into 20 chapters. A complete 
statistical study of the results of untreated cases, 
radium, x-ray and surgery of cancer of the breast is 
presented in numerous charts with explanatory foot- 
notes. One chapter also evaluates the results of 
hormonal and chemical treatment of inoperable and 
metastatic breast cancer. 

My over-all conclusion after reading this book is 
that cancer is an unpredictable disease, usually fatal 
eventually. However, there is a salvage of from 15 to 
20 per cent who remain free from the disease for 
years, many dying of some other ailment. The author 
recommends radical surgery as the first line of de- 
fense, followed by radiation. 

The results of these 465 cases show, without 
question, that patients who are treated do much 
better than those who are not treated. The non- 
surgical treatment of breast cancer is better than 
no treatment: ‘‘The four-year survival rate with 
nonsurgical methods is almost twice the rate of cases 
not treated, making it possible for five times as many 
patients to live four years or more, and four times 
as many patients to live five years or more, as would 
live if no treatment at all were given.” 

The author presents a penetrating and critical 
analysis of all factors modifying the progress of 
malignant disease of the breast. This book should be 
of interest to all physicians who do gynecology, 
general surgery, internal medicine or general practice. 

This book can be recommended to the general 
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“Iam at this 
moment deaf in the 


ears, hoarse in the throat, 
red in the nose, green in 
the gills, damp in the eyes, 
twitchy in the joints and 
fractuous in temper from 


a most intolerable 


—from Charles Dickens 


Dickens’ cold was probably a virus. But physicians 
are no longer content to diagnose these ever-present 
diseases as ‘‘colds,"’ ‘the flu,’’ or ‘‘the virus that's 
going around."’ For accurate diagnosis, we recom- 


mend 


NEWER VIRUS DISEASES 


CLINICAL DIFFERENTIATION OF ACUTE RESPIRATORY INFECTIONS 


by John M. Adams, M.D., Ph.D. 


This book describes the epidemiologic and clinical 
features of the influenza-like diseases, with emphasis 
on etiologic diagnosis as a basis for wise therapy. 


It covers 


The MYXOVIRUSES—Influenzae A, B, and C; para- 
influenza viruses (hemadsorption and croup-asso- 
ciated) - THE ADENOVIRUSES + THE ENTEROVI- 
RUSES—Coxsackie viruses (A and B), polioviruses, 
and the recently discovered ECHO viruses - BAC- 
TERIAL, FUNGAL, and RICKETTSIAL DISEASES in 
which respiratory symptoms are predominant: and 
other diseases caused by respiratory viruses. 


There is also a section on the common cold as a pos- 
sible entity. NEWER VIRUS DISEASES is an excellent 
aid in the enlightened diagnosis and management 


of respiratory diseases. 


probable price $5.50 at your medical bookstore, 


or write for a copy 


THE MACMILLAN COMPANY 

60 Fifth Avenue, New York 11, N. Y. Box A-2. 

Please send me a copy of ADAMS: NEWER VIRUS 
DISEASES on approval. (You may return it within 
10 days at no obligation. Otherwise, keep it, and 
we'll bill you). 


CITY. 
(please print) 
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NASAL SOLUTION / NASAL SPRAY 


(0.1%) 


Dispels nasal congestion up to 
six hours or longer 7@\3 
Clinically successful in 95% of 


2,576 published cases” 


Virtually free of sting, burn, 
or rebound congestion 


Note: As with certain other widely used nasal decongestants, overdosage may 
cause drowsiness or deep sleep in infants and young children: KEEP OUT OF 
HANDS OF CHILDREN OF ALL AGES, Use Pediatric Nasal Drops (0.05%) for 
children under six years. 


1. Menger, H. C.: New York J. Med. 56:1279, 1956. 2. Pace, W. G.: Mil. Med. 118:34, 
1956, 3. Roberts, J. G.: M. Times 84:1232, 1956, 4. Anderson, H. A.: Antibiotic 
Med. 3:199, 1956. 5. Graves, J. W.: Eye Ear Nose & Throat Month. 34:670, 1955. 
6. Katrana, N, J.: lilinois M. J. 10:19, 1956. 7. Neistadt, |.: A.M. A. Arch, Otolaryng. 
62:143, 1955. 8. Olson, J. A., and Carlozzi, M.: Eye Ear Nose & Throat Month. 
35:189, 1956. 9. Parish, F. A.: M. Times 82:917, 1954. *These cases involved use 
of both 0.1% and 0.05% Tyzine in adults and children. 
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practitioner for thought and study. Until more effec- 
tive means of controlling this disease are found, 
surgery, radiation, hormonal and chemical treatment 
must be used to eradicate, whenever possible, the 
lesion or lesions. —M. B. CASEBOLT, M.D. 


Pictorial Handbook of Electrocardiography. 

By Harris Sklaire, M.D. Pp. 67. Price, $6. Northern 

Publishing Company, Rouses Point, N.Y., 1959. 
Pictorial Handbook of Electrocardiography is a com- 
prehensive, concise and well-illustrated text on this 
subject. It is small enough to be carried in the pocket. 
The paper is of good quality and the print is large 
and distinct. The illustrations of the cardiac con- 
ditions are well correlated with the essay portions. 

A good handbook on this subject is a valuable 
addition to the library of any general practitioner. 
I consider this handbook unusually well done. 

— HOLLAND T. JACKSON, M.D. 


Diseases of the Liver and Biliary System. 

By Sheila Sherlock, M.D. Pp. 719. Price, $11.50. Charles 

C Thomas, Springfield, Ill., 1958. 

REVIEW of this comprehensive second edition imme- 
diately impresses the reader as to the author’s pro- 
digious effort in research, compilation and condensa- 
tion into readable, easily accessible form. This volume 
will probably not find a place in many family prac- 
titioners’ libraries. It should have a place for ready 
reference in libraries of hospitals and medical socie- 
ties, medical schools and gastroenterologists. 

The organization and presentation of material are 
meticulous, serving well to augment respect for our 
British colleague’s dedication to the science of medi- 
tine. The fundamental anatomy, physiology and 
biochemistry are graphically brought up to date. The 
plates, diagrams and schematic presentations deserve 
high commendation for clarity. The photographic 
reproductions are of remarkably high quality. 

The table of contents, index, bibliography and 
general contents all serve to provide most effective 
material at a minimum effort by the reader. The 
second chapter on biochemistry of liver disease clari- 
= previously poorly comprehended maze of 


This is an excellent book. 
— CARROLL B. ANDREWS, M.D. 
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Increase your knowledge 

of the management and 

control of all the communicable 
and infectious diseases with 
this valued reference 


Just Published! 
New 4th Edition 


Top 
COMMUNICABLE AND 
INFECTIOUS DISEASES 


Diagnosis * Treatment * Prevention 


Stressing the need to understand the nature of communi- 
cable and infectious disease and the principles for control 
of contagion, the author along with 21 well known con- 
tributors, have produced a concise, well illustrated refer- 
ence to the management, prevention and control of nearly 
every communicable and infectious disease you are likely 
to encounter in a lifetime of practice. 


Modernized in physical appearance and brought up to 
date in keeping with the many changes in this area of 
medicine, the book can provide you with valuable general 
discussions of principles of immunity, host resistance, epi- 
demiology, preventive methods and the use of antibiotics 
in the diagnosis, prevention and management of 67 dis- 
eases including those of childhood. Important discussions 
on the management of communicable diseases in the 
home and in the hospital add to the value of this revision. 


More complete than similar type books, this volume groups 
i by portals of entry—respiratory tract, gastroin- 
testinal tract or the mucous membrane. Clinical manifes- 
tations with nursing and control measures are emphasized 
and a comprehensive index and glossary of terms have 
also been included. More than 140 black and white and 
color illustrations in addition to 25 tables make this new 
4th edition the most extensive work of its type. 
By FRANKLIN H. TOP, A.B., M.D., M.P.H., F.A.CP,, FAAP, FAP.H.A. and Collabo- 


rators. Just published. 1960, 4th edition, 784 pages, 6%* x 9%", with 122 figures 
and 15 color plates. About $14.00. 


Use coupon to order on 10 day approval 


| The C. V. Mosby Company I 
; 3207 Washington Bivd., St. Louis 3, Mo. 
| Dear Sir: 


! Please send me on 10 day approval a copy of Top, COMMUNICABLE AND ] 
| INFECTIOUS DISEASES, priced at about $14.00. | understand that if |am not com- | 
pletely satisfied, | can return the book within 10 days with no charge or obliga- 
I tion. If remittance is enclosed publisher pays the mailing charges. | 


Payment enclosed Charge my account 
(Same return 

privilege) Open an account for me 

| 
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in the season of 


acute infections, extra 


CITRUS 


provides the increased 


VITAMIN C 


and fluid needed during 


FEVER 


to prevent deficiency and 


help maintain resistance* 


*Tisdall and Jolliffe note the systemic 
relation in animals between 
vitamin C and resistance to infection, 
with increased needs evident in upper 
respiratory streptococcal infections. 


— In: Clinical Nutrition ed. by 
Norman Jolliffe et al. New York, 
Paul B. Hoeber, Inc., 1950, 
pp. 590-91, 637-38. 


ORANGES GRAPEFR e TANGERINES 


COMMISSION LAKELAND, FLORIDA 
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in coronary insufficiency 


Metamine® Sustained* helps 
you dilate the coronaries 


METAMINE SUSTAINED (triethanolamine trinitrate 
biphosphate, 10 mg., in a unique sustained-release 
tablet) is a potent and exceptionally well tolerated 
coronary vasodilator. Pharmacological studies at 
McGill University demonstrated that METAMINE 
“exerts a more prolonged and as good, if not slightly 
better coronary vasodilator action than nitroglycerin 

. ”l Work at the Pasteur Institute established 
that METAMINE exerts considerably less depressor 
effect than does nitroglycerin.2 Virtually free from 
Nitrate side effects (nausea, headache, Nppatanateny, 


Shes. Leeming Ca New York 17, N. Y. 


March 1960 


METAMINE SUSTAINED protects many patients re- 
fractory to other cardiac nitrates,3 and, given b.i.d., is 
ideal medication for the patient with coronary in- 
sufficiency. Bottles of 50 and 500 tablets. Also: 
METAMINE, METAMINE WITH BUTABARBITAL, META- 
MINE WITH BUTABARBITAL SUSTAINED, METAMINE 
SUSTAINED WITH RESERPINE. 

1. Melville, K. I., and Lu, F. M.A.J., 65:11, 
1951. 2. Bovet, D., and Nitti- Bovet, F.: Arch. Internat. de 


et therap., 83 :367, S46. Fuller, H. L., and 
assel, L. E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


*Patent applied for 
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Atopic dermatitis before treatment 


NOW... 
relieve inflammation fas 


mg. for mg. the most active steroid topically—up to 40 times the poten 
of hydrocortisone 


optimal not minimal steroid concentration for peak effectiveness . ..ma 
imal contact at the site of the lesion 


stops the itch-scratch cycle to aid inflammation relief and maintain patie 
comfort day and night : 


quick-acting broad antimicrobial activity when infection threatens recove 
no irritating steroid particles, no sting, stain, smell, stickiness 


TION 
without 
only if tt 
tuberculc 


SAGE: A: 
(0.1%) is 


: 
@ 


After treatment 


OPICAL CREAM 


tenqagmcanions: Allergic or inflammatory dermatoses, with or 
wthout pruritus; sunburn; insect bites; otitis externa 


(only if the drum is intact). 


: Steroids should not be used in the presence of 
hiberculosis of the skin. 


ma 


atie :Asmall quantity of NeoDECADRON Topical Cream 
(0.1%) is applied to the affected area 2-3 times daily. 
sove ditional information is available to physicians on request. 


MECADRON and DECADRON are trademarks of Merck & Co., INC. 


ACTUAL CLINICAL PHOTOGRAPHS 


DEXAMETHASONE 21-PHOSPHATE—NEOMYCIN SULFATE 
ACTIVE INGREDIENTS 


Steroid | Dexamethasone N 
Product | Concen- 21-Phosphate ae Supplied 
tration | (as disodium salt) . 

NeoDECADRON 5_mg./Gm be 
Topical O.1% 1 mg./Gm. Gm. 
Cream neomycin base) | (14 oz.) tube 

5 Gm. 
Phosphate 0.1% 1 mg./Gm. - 
(% 072.) tube 


MERCK SHARP & DOHME Division of Merck &Co,, Inc. Philadelphia 1, Pa. 


Tetracycline Phosphate Complex (TETREX® ) 


U.S. PAT. NO. 2,791,609 


in the Therapy of PNEUMONIA 


Preferably, antibiotic therapy should be based on 
pretreatment culture of the offending pathogen, but 
in bacterial pneumonia the problem may well be too 
pressing to permit the required delay of 24 to 48 
hours. A differential diagnosis among bacterial pneu- 
monias, based on such clinical grounds as speed of 
onset, sepsis and pain may guide the choice of anti- 
biotic for initiation of therapy. 

Should clinical judgment dictate that antibiotic 
therapy be started immediately, at the same time a 
sputum sample or a subglottic swab can be sent to the 
laboratory for culture and sensitivity studies. If the 
response to the first antimicrobial agent proves unsat- 
isfactory, a reasonable basis for changing therapy 


will then be at hand. 


Choosing the Antibiotic 

Since therapy must be started at once for bacterial 
pneumonia, it is advisable to choose a broad-spec- 
trum antibiotic that quickly produces high levels of 
active agent (e.g., tetracycline phosphate complex, 
TETREX). Such an antibiotic probably has the best 
chance of controlling the pathogen, whether it be 
gram-negative or gram-positive. And if the labora- 
tory report shows that the invading organism is much 
less sensitive to tetracycline than to other agents, the 
patient can then be changed to an appropriate anti- 
biotic. If the difference in sensitivity is slight, then 
the possibility of side effects, sensitization, and tox- 
icity should be evaluated before changing therapy .to 
another antibiotic. 

The greatest number of bacterial pneumonias are 
caused by pneumococci, which respond very well to 
penicillin, tetracycline, and chloramphenicol. Also, 
these antibiotics are usually effective against the 
other gram-positive coccal pneumonias. But peni- 
cillin is ineffective against the viral pneumonias and 
the gram-negative Hemophilus influenzae and Kleb- 
siella pneumoniae. Although K. pneumoniae causes 
only about 1 to 2 per cent of pneumonia cases on the 
average,' these are apt to be acute and fulminating 
(Friedlander’s pneumonia), with a high mortality 
rate if not effectiyely treated. Since pneumococcal 
pneumonia may be difficult to distinguish clinically 
from Friedlander’s, except by gram-stained sputum 
smear, it may be wiser to start treatment with an 
agent also effective against Klebsiella. 

Penicillin, however, in addition to having a lim- 
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ited spectrum, also causes many minor and some 
serious sensitivity reactions. In a recent survey” it 
was found that penicillin produced severe skin 
reactions. But most important was the observation 
that anaphylactic shock, with a fatality rate of about 
9 per cent, was the most frequent serious reaction. 
Such severe reactions are almost always associated 
with parenteral administration. 

Tetracycline is also clinically effective in primary 
atypical pneumonia.* 

The tetracyclines (e.g., TETREX) have the advan- 
tages of a broad range of antimicrobial activity and 
low toxicity. And in addition, the physician does not 
have to trouble himself or his patients with repeated 
blood studies when he prescribes TETREX. Minor 
reactions such as gastric upsets or mild skin rashes 
occur occasionally. The most serious side effects 
are staphylococcal and monilial overgrowth, but 
these are rare and can be adequately controlled. 

No one would deny that appropriate antibiotic 
therapy has greatly reduced morbidity and saved 
many lives of patients with bacterial pneumonia. 
Nevertheless, general supportive measures in the care 
of patients remain important even today. Especially 
in the desperately ill patient, antibiotics are not con- 
sidered as substitutes for the individual evaluation, 
clinical observation and judgment of the physician. 


Some Micro-organisms Susceptible* to 
Tetracycline (TETREX)» 


Streptococcus ; Staphylococcus ; Pneumococcus ; Gono- 
coccus; Meningococcus; C. diphtheriae; B. anthracis; 
E. coli; Proteus; A. aerogenes; Ps. aeruginosa; 
pneumoniae; Shigella; Brucella; P. tularensis; H. in- 
fluenzae; T. pallidum; Rickettsiae; Viruses of psitta- 
cosis and ornithosis, lymphogranuloma inguinale, 
primary atypical pneumonia; E. histolytica; D. granu- 
lomatosis. 
a Some strains are not susceptible. 
b Table adapted from Good , L. S., and Gilman, A.: The 
Pharmaceutical Basis of Therapeutics. 2nd edition, New York, 


The Macmillan Co., 1956, pp. 1322-1323. 


References: 1. Wood, W. E., Jr.: In: A Textbook of Medicine. Edited by 
Cecil, R. L., and Loeb, R. F., 9th edition, Philadelphia, W. B. Saunders 
Co., 1955, p. 145. 2. Welch, H.; Lewis, C. H.; Weinstein, H. I., and 
Boeckman, B. B.: Severe reactions to antibiotics. A nationwide survey. 
Antibiotic Med. & Clin. Ther. 4:800 (Dec.) 1957. 3. Keefer, C. S.: The 
choice of an anti-infective agent. In: Drugs of Choice, 1958-1959. Edited by 
Walter Modell, St. Louis, The C. V. Mosby Co., 1958, p. 135. 
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"NO TURNED-UP win SWEET 


bitter antibiotic—a ready-mixed, stable 


NOSES suspension that offers a fresh, citrus AND GOOD 


flavor. There’s no bitterness and no 


AT THIS greg o effective. Erythrocin is THEY 


SUSPENSION safety recor. 
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Special Invitation 
erhaps an appropriate way to invite you to 
to 12th Annual Assembly from the Scientific Assembly in Philadelphia and to 
: : carry out the flavor of an early American meeti 

President Richardson in Philadelphia, would be for me to don an aime 
priate costume—long black coat, knee breeches 
with big silver buckles at the knee, carry a lantern 
in one hand and go up and down the streets of our 
towns ringing a big bell calling all members to 

meet in Convention Hall. 

Since this is impossible, believe me, I would 
personally love to pop my head in your office 
door and say: ““Meet me in Philadelphia where 
our program committee has provided fine mental 
refreshment, where our wives can visit the finest 
antique shops in the land, and where in our lei- 
sure moments we can relax in the atmosphere of 
early America. We shall see the halls where our 
national existence was first proclaimed, and re- 
new our pride in our Liberty Bell and even in the 
Constitution itself!’ 

There is much good in Philadelphia; our 
Assembly offers much for the family doctor. 

That is a good combination to draw you to the 
Assembly this month. 

FOUNT RICHARDSON, M.D. 
President 


Philadelphia’s Convention Hall—Here at 1 o’clock on the 
afternoon of March 21, the program of the 12th Annual 
Scientific Assembly will get under way. Convention Hall 
is one of the largest structures of its kind in the United States. 
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Philadelphia Assembly Features Largest Scientific Exhibit List 


Total of 127 Marks Highest Number in AAGP History 


THE Scientific Exhibit Section of the Assembly 
has grown larger each year, but for the 1960 
meeting the count has jumped to an all time high 
of 127—over 20 more than were presented at San 
Francisco last April. 

Dr. Walter Sackett, chairman of the Subcom- 
mittee on Scientific Exhibits for the second con- 
secutive year, attributes this record total to the 
steadily increasing recognition by research peo- 
ple of the quality of this meeting, to the higher 
average quality of exhibits offered for committee 
consideration, and, he added, “‘to the fortunate 
fact that the Philadelphia Exhibition Hall is 
large enough to accommodate almost all of the 
exhibits that received committee approval.” 

That doesn’t mean that every application was 
accepted. By actual count, 83 applicants were 
turned down because they duplicated work al- 
ready accepted, the material was not related to 
general practice or to the Assembly program 
pattern, or was too commercial. In addition, 
ll other exhibits had to be omitted because the 
committee ran out of floor space and budget. 

The 127 exhibits to be seen when the Assembly 
opens on March 21 cover some 21 subject areas, 
from anesthesia to trauma. Cardiology and car- 
diovascular diseases, together, account for 13, 
with internal medicine second with a dozen and 
trauma third with 11. 

It is interesting to note that only five exhibits 
classify under psychotherapy—an area that has 
tun high totals for the past several years, because 
of the wave of interest in tranquilizers and anti- 
depressants. Respiratory diseases, on the other 
hand, are represented with nine exhibits this year. 

Of the 127 exhibits on the list, 26 have never 
been shown at any previous medical meeting. Of 
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equal interest is the fact that ten exhibits are 
being presented by members of the American 
Academy of General Practice—encouraging evi- 
dence that more general practitioners are begin- 
ning to flex their medical research muscles. 

Usually in a recapitulation of this kind, five or 
six exhibits can be picked out as being particu- 
larly noteworthy. This year it is hard to select 
any that are more outstanding than the rest. 

However, your attention might be called to a 
demonstration of emergency treatment tech- 
niques in air embolism, a second on correct use of 
the tonometer, a third on laboratory control 
techniques in oral anticoagulant therapy, still 
another on the treatment of tic douloureux by 
hot water injection. 


Mounting Scientific Exhibit Role—Dr. Walter W. Sackett, 
Jr. of Miami, Fla., chairman of the Subcommittee on Scien- 
tific Exhibits, for the second straight year is setting an Assem- 
bly record with 127 exhibits. Dr. Sackett (left) is shown at 
the San Francisco Assembly discussing the situation with 
Academy Member Francis P. Rhodes of Detroit, Mich., who 
will have an exhibit in Philadelphia. 
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Producing antihypertensive benefits with minimal side 


effects, purified alseroxylon complex (RAUTENSIN®).16 
ACAD SCL MECONN, HUGHES, W. 


ANN. N.Y. ACAD. compound is less likely to cause such side N, 
DMO 


effects as mental depression, lethargy, listlessness, FLA, AM. 
and drowsiness consistently reported with reserpine. ©” AND NOV? 


P 8.51 (1952), 68. FORD, R. IN MILD HYPERTENSION NORTH AMERICA 38-363 11954}; 70. 


SENEST, J. 71, LIPSETT, M. LEZINE, 
AND GOLDMAN, CALIFOR? KINS, Woe ANN. INT. MED. 37-1144 


M. 8 2INE 


Fi ANID | (Tablets containing 2 mg. purified alseroxylon complex) ER 172 as (1954 ; 76. WILKINS SRW, 


IN MODERATE TO SEVERE HYPERTENSION 


AS ND CARD NOVAS. 


iD JUOSON, W. TR A. ® we 
a$$ Ch 4USETTS HE R A i | \ TOR 20 359 (1953); 79. DUNCAN, G.: 
ANEL DISCUSSION ON HYP 80. MILLER, S. 1; FORD, RV, AND 


(Tablets containing 1 mg. Rautensin and 3 mg. alkavervir) 
1 M. NEW ENGLAND i AR £099 
Rautensin bibliography: 1. WRIGHT, W. T., JR; POKORY, C., AND FOSTER, T.: AM. PRACT. & DIGEST. , AM J MED IS 9 “ a 
TREAT. 7:1992, 1956. 2. SUCKLE, E.: GERIATRICS 11:509, 1956. 3. FINCH, W. J.: J. OKLAHOMA hace CF Qf 
< vos MA. 50:259, 1957. 4. TERMAN, L. A.: ILLINOIS M. J. 3:67, 1957. 5. GIFFORD, R. W.: J. ARKANSAS & MED. 89, $7 955); UJ. PRLS, & 
M. SOC. 55:31, 1958. 6. FORD, R. V.. AND MOYER, J. H.: POSTGRAD. MED. 23:41, 1958. 
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Assembly News 


A number of new drugs are displayed for the 
first time, including one that regulates cholesterol 
synthesis at the source, another that is proving 
helpful in cerebral palsy, and a third showing 
progress in the development of an oral polio vac- 
cine. Every physician will want to test his diag- 
nostic acumen at the “Clinic on Proctoscopy,”’ 
review 15 neglected signs in “‘Diagnosis of Chest 
Diseases,’’ and consult with top American Rheu- 
matism Association members on unresponsive 
collagen cases. 

There is an intriguing visual hypothesis on the 
role played by the bones of the hand in the diag- 
nosis of systemic diseases—also a plea for con- 
servative management of certain hand fractures. 


In gynecology, each physician can take his 
pick of vulvar diseases, cervical lesions, pre- 
menstrual tension, dysmenorrhea and ovarian 
cysts—they all merit study. 

In obstetrics, in addition to anesthesia tech- 
niques, surgical complications and postpartum 
care, there is an unusual argument for more ac- 
tive husband participation at delivery. 

In the area of trauma the range is from gun- 
shot wounds and highway injuries to every phy- 
sician’s role in the postnuclear bomb period. 
The biggest problem will be to find enough hours 
during the meeting to study every exhibit that 
will catch your attention and offer you something 
valuable to take back to your practice. 


Scientific Exhibits 


Organization or Individual _Title of Exhibit 


AMERICAN CANCER Society, “Rehabilitation of the Cancer 
Philadelphia, Pa. Patient” 

Louis H. AVERBACH, M.D., “Obstetrical Anesthesia with 
Philadelphia, Pa. Trichlorethylene, Nitrous 

Oxide, and Oxygen” 

CaRTER M.BALLINGER,M.D., “Iatrogenic Air Embolism”’ 
Salt Lake City, Utah 

Harry E. BANGHART, M.D., “Osteoporosis: Treatment with 
Philadelphia, Pa. Nandrolone Phenpropio- 


Organization or Individual Title of Exhibit 


CONRAD BERENS, M.D., Pa- “Glaucoma: Your Role in 
tricia Rainer, New York, Early Diagnosis’ 


N.Y. 
HYLAN A. BICKERMAN, M.D., “Physiologic and Steroid 
New York, N.Y. Therapy in Respiratory 


Disease” 
HARVEY BLANK, M.D., Mi- “Systemic Treatment of Der- 
ami, Fla. matomycoses with Griseo- 
fulvin” 


L. G. BARTHOLOMEW, M.D., 
J. C. Cain, M.D., G. D. 
Davis, M.D., A. H. BUL- 
BULIAN, M.D., Rochester, 
Minn. 

Ropert C. BATTERMAN, 
M.D., Berkeley, Calif. 

0. H. Beamrs, M.D., K. D. 
DEVINE, M.D., L. B. WooL- 
NER, M.D., Rochester, 
Minn. 
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nate”’ 
“Misleading Calcific Shad- 
ows in the Abdomen”’ 


“The Clinical Use of Digi- 
talis Preparations” 

“Tumors of the Parotid Gland: 
Their Surgical Manage- 
ment” 


WILLIAM BOLTON, M.D., Chi- 
cago, IIl. 

CHARLES D. BONNER, M.D., 
Cambridge, Mass. 


EUGENE BRONSTEIN, M.D., 
JAMES J. NICKSON, M.D., 
New York, N.Y. 

WILLIAM J. BROWN, M.D., 
Atlanta, Ga. 

M. E. BRYANT, M.D., Colfax, 
Wash. 


“Seven Paths to Fitness’’ 


“Muscle Rehabilitation by 
Steroid Therapy and Sling 
Suspension” 

“Palliative Management of 
Cancer” 

“Who Has VD?” 

“Hypnosis in General Prac- 


tice”’ 
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The true measure of this dramatically rlew Cardi-O-Mite is its unsurpassed accuracy and versatility...backed by more than 
a quarter-century of manufacturing eléctrocardiographs exclusively. Among the advanced engineering achieve- 
“ments of Cardi-O-Mite are audible moniforing; visual monitoring; choice of 25mm and 50mm speeds; ultra-simple one-iiand 
operation; and all standard leads on full size 6 cm recording paper in an electrocardiograph that measures only 11-1/2” x 
7-1/2" x 6-1/2” and weighs only 17 pountis! A two year guarantee on the entire instrument includes all components 
and accessories. See for yourself why the entirely new Beck-Lee Cardi-O-Mite is unsurpassed by any other EKG. Write for, 
the name of your nearest dealer. 


BECK-LEE CORPORATION 


DEPT. GP360, 630 W. JACKSON BLVD., CHICAGO 6, U.S.A. 
World's Largest Exclusive Manufacturer of Electrocardiographs —Quartz-String and Cardi-all Direct Writing 
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Assembly News 


Scientific Exhibits 


Organization or Individual 


(Continued) 
Title of Exhibit 


PRESTON J. BURNHAM, M.D., 
Salt Lake City, Utah 


JOHN J. CALABRO, M.D., Jer- 
sey City, N.J. 

BENJAMIN CALESNICK, M.D., 
Philadelphia, Pa. 

RICHARD T. CATHCART, M.D., 
Philadelphia, Pa. 

C. Davip COOPER, M.D., 
Washington, D.C. 


M. B. CovENTRY, M.D., L. E. 
HARRIS, M.D., A. J. BIAN- 
CO, JR., M.D., Rochester, 
Minn. 

E. STANLEY CRAWFORD, 
M.D., Houston, Tex. 


OscaR CREECH, JR., M.D., 
New Orleans, La. 

Leo A. CRONAN, M.D., Davis, 
Calif. 

EMERSON Day, M.D., New 
York, N.Y. 

EMMANUEL DEUTSCH, M.D., 
Boston, Mass. 

Lewis J. Dosnay, 
New York, N.Y. 

M. EISENBERG, 
Sc.D., Philadelphia, Pa. 


M.D., 


Henry C. FALK, M.D., A. B. 
HYMAN, M.D., New York, 
N.Y. 


FREDERICK H. FALLS, M.D., 
CHARLOTTE S. HOLT, Riv- 
er Forest, Ill. 


JouN H. FEIsT, M.D., ELLI- 
oTT C. LASSER, M.D., 
Pittsburgh, Pa. 

CarL C. FISCHER, M.D., 
Philadelphia, Pa. 
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“Conservative Treatment of 
Certain Fractures in the 
Hand”’ 

“The Feet in Rheumatoid 
Arthritis” 

“Pharmacodynamics of Pri- 
mary Hypertension’ 

“*Anthracosilicosis”’ 


“Double-Blind Evaluation ot 
a New Agent in Musculc- 
skeletal Disorders’’ 

“Congenital Muscular Torti- 
collis (Wryneck)” 


“Surgical Considerations in 
Treatment of Cerebral Ar- 
terial Insufficiency”’ 

“Treatment of Cancer by Per- 
fusion” 

“The Natural Course of Liga- 
ment and Tendon Injuries”’ 

“Cancer Detection in Well 
Adults” 

“Concept and Management of 
Gastritis” 

“Expanding Frontiers in 
Parkinson Therapy” 

“Antibacterial Activity of a 
Plastic Spray Containing 
Tetramethylthiuramdisul- 
fide (TMTD) Intended for 
use on the Skin” 

“Diseases of the Vulva” 


“Surgical Complications of 
Pregnancy” 


“The Bones of the Hand as a 
Mirror of Systemic Dis- 
ease” 

“A Simplified Method of In- 
fant Feeding” 


Organization or Individual 


Title of Exhibit 


RussELL S. FISHER, M.D., 
PauL F. GUERIN, M.D., 
Baltimore, Md., MAJOR 
EDWARD H. JOHNSTON, 
Washington, D.C. 

ARNOLD P. FRIEDMAN, M.D., 
Bronx, N.Y. 

I. PHILLIPS FROHMAN, M.D., 
Washington, D.C. 


Mor TON Fucus, M.D., Phila- 
delphia, Pa. 


ROBERT P. GLOVER, M.D., 
Philadelphia, Pa. 

ALVIN F. GOLDFARB, M.D., 
Philadelphia, Pa. 

Dan M. GORDON, M.D., New 
York, N.Y. 

RoBert B. GREENBLATT, 
M.D., Augusta, Ga. 

WILLIAM J. HANES, M.D., 
Wayne, Pa. 


E. HIMwIcu, M.D., 
Galesburg, Ill. 

IRVING HIRSHLEIFER, M.D., 
Brooklyn, N.Y. 


Leo E. HOLLISTER, 
Palo Alto, Calif. 
HAROLD B. HOUSER, M.D., 

Cleveland, Ohio 


M.D., 


JOHN M. HOWARD, M.D., 
Philadelphia, Pa. 
WILLIAM T. HUNT, JR., 


M.D., Philadelphia, Pa. 
HAROLD JACOBZINER, M.D., 
Harry W. RAYBIN, New 
York, N.Y. 
J. RUDOLPH JAEGER, M.D., 
Philadelphia, Pa. 
ROBERT W. JAMPLIS, M.D., 
Palo Alto, Calif. 


“Medicolegal Autopsy (Gun- 
shot Wounds)” 


“Facial Pain” 


“Types of Clinical Investiga- 
tion by the General Physi- 
cian in his Practice’’ 

‘‘Heart Failure—Diuretic 
Therapy and Salt Liberal- 
ization” 

“The Practical Diagnosis of 
Surgical Heart Disease’ 
“Pathogenesis and Therapy 

of Premenstrual Tension” 

“The Inflamed Eye” 


“Polycystic Ovary Syndrome” 


“Tic Douloureux: A New 
Allergic Approach to the 
Etiology and Treatment of 
this Disease”’ 

“Tranquilizers, Barbiturates 
and the Brain” 

“Pharmacodynamic Evalua- 
tion of Vasodilating Drugs 
Used for Angina Pectoris”’ 

“Drugs in Emotional Disor- 
ders: Past and Present’”’ 

“Streptococcal Infections and 
Rheumatic Fever—Specific 
Therapy” 

“Pancreatic Calcification: Its 
Significance” 

“Diagnosis of Glaucoma”’ 


“Accidental Chemical Poi- 


sonings”’ 


“Tic Douloureux: Treatment 
by Injection of Hot Water’ 

“The Aggressive Treatment of 
Spontaneous Pneumotho- 
rax’”’ 
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Vaginal Jelly, 1 special barrier type 
sanitary plastic zippered ki ste base’ 


Boric acid ..... 2.0% 
age (supplied at no extra: 
KOROMEX@ may be used. with “nylphenol .. .0.5% 
desired. Available at all pharmacier for Phenylmercuric 


HOLLAND- RANTOS’ {Nc. 
145 HUDSON STREET ~ ‘NEW YORK 13, N.Y. 
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Scientific Exhibits 


(Continued) 
Title of Exhibit 


Organization or Individual 

GeorGE H. JONES, M.D., 
Danville, Pa. 

MICHAEL J. JORDAN, M.D., 
New York, N.Y. 

JAMES KAWCHAK, M.D., 
Dearborn, Mich. 


KENNETH M. KRON, M.D., 
Philadelphia, Pa. 

C. DONALD KUNTZE, M.D., 
New York, N.Y. 

C. F. LAKE, M.D., R. L. J. 
KENNEDY, M.D., Roches- 
ter, Minn. 

HARRY LAMB, M.D., Sturgis, 
Mich. 


ALBERT C. LAMMERT, M.D., 
Cleveland, Ohio 

RONALD W. LAmMONT-HA- 
VERS, M.D., RUSSELL L. 
CECIL, M.D., New York, 
N.Y. 

EDWIN RAYNER LEVINE, 
M.D., Chicago, Ill. 


WILLIAM LIKoFr, M.D., Phil- 
adelphia, Pa. 

EvGENE G. LIPow, M.D., 
Washington, D.C. 

KENNETH M. LOGAN, M.D., 
Pittsburgh, Pa., EDWIN 
MATLIN, M.D., Carlisle, 

THomAs HopGE MCGAVACK, 
M.D., Martinsburg, W.Va. 

JOHN MCGIVNEY, M.D., MAR- 
CEL PATTERSON, M.D., ED- 
WARD LEFEBER, M.D., 
Louis FIELD, M.D., Gal- 
veston, Tex. 

GorDon McHarDy, M.D., 
New Orleans, La. 


ALICE I. MACAULAY, MD., 
Valhalla, N.Y. 
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“Differential Diagnosis of 

Common Scrotal Masses” 
“Atypical Lesions of the 
Cervizx’’ 

“Management of Ceruminosis 
by the Industrial Physi- 
cian” 

“Which Rheumatic Disease?” 


“Care and Comfort of the 
Postpartum Patient’ 

“Secretory Otitis Media in 
Children” 


“Comprehensive Industrial 
Health Service for Small 
Plants” 

“Family Centered Obstetrics’’ 


“Action on Arthritis’ 


“Severe Bronchial Irritation 
—Office and Home Man- 
agement” 

“Mechanisms and Therapy of 
Congestive Heart Failure’ 

“Traumatic Affections of the 
Shoulder”’ 

“One-Step Management of 
Fever-Producing Infec- 
tions” 

“Anti-Inflammatory Adreno- 
corticoids” 

“What is Your Diagnosis? A 
Clinic on Proctoscopy” 


“Hydrocholeresis” 


“Premenstrual Tension with 
Cyclic Weight Gain’’ 


Organization or Individual 


Title of Exhibit 


J. K. MARTINS, M.D., Eau 
Claire, Wis. 


RICHARD L. MASLAND, M.D., 


Bethesda, Md. 

JOHN MOYER, M.D., Phila- 
delphia, Pa. 

DaviIp MYERS, M.D., Phila- 
delphia, Pa. 


NATIONAL CyYsTIC FIBROSIS 
RESEARCH FOUNDATION, 
Philadelphia, Pa. 

THE NATIONAL FOUNDA- 
TION, New York, N.Y. 
NATIONAL SOCIETY FOR 
CRIPPLED CHILDREN AND 
ApuLts, INCc., Chicago, 

Til. 

H. E. NIEBURGS, M.D., New 

York, N.Y. 


PauL A. PAMPLONA, M.D., 
Washington, D.C. 
IRWIN PERLMUTTER, M.D., 

Coral Gables, Fla. 

RICHARD E. PETERSON, M.D., 
Iowa City, Ia. 

WINTHROP M. PHELPS, M.D., 
Reisterstown, Md. 

Lois I. PLATT, M.D., WIL- 
LIAM T. LADY, M.D., JED 
W. PEARSON, JR., M.D., 
Washington, D.C. 

MorrRis_ PLOTNICK, 
Cincinnati, Ohio 

THEODORE A. POTTER, M.D., 
Boston, Mass. 

CoLEMAN B. RABIN, M.D., 
New York, N.Y. 


M.D., 


WILLIAM REGELSON, M.D., 
F. S. HOFFMEISTER, M.D., 
H. WILKINS, M.D., Buffalo, 
N.Y. 


“Role of the General Practi- 
tioner in Clinical Investi- 
gation” 

“The Fateful Months When 
Life Begins” 

“Inhibition of Cholesterol 
Synthesis” 

“Conservation of Hearing’’ 


“Cystic Fibrosis—The Most 
Serious Pediatric Pulmo- 
nary Problem” 

“TheChanging Polio Picture”’ 


“Improvised Equipment and 
Home Aids for the Dis- 
abled Person” 


“Diagnosis of Pancreatic and 
Biliary Tract Lesions by 
Cytology” 

“Prophylactic Effects of Iso- 
niazid on Primary Tuber- 
culosis in Children” 

“Surgical Treatment of the 
Extrapyramidal Disorders” 

“A Primer on Radiation 
Hazards” 

“Evaluation of a New Drug 
Effective in Cerebral Palsy’’ 

“The Physician and Vaginal 
Cytology” 


“Some Guiding Principles in 
Geriatrics” 

“Surgery of the Knee Joint in 
Chronic Arthritis” 

“Physical Diagnosis of Chest 
Diseases—15 New or Neg- 
lected Signs” 

“Prevention of Ventricular 
Fibrillation Following Co- 
ronary Occlusion” 
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Back again 


with renewed joint pain and stiffness... 
discouraged, worried, dissatisfied. Her 
morale alone demands a new approach. 


But what? 


This time... ATARAXOID 


yzine Hcl 


IN RHEUMATOID ARTHRITIS 


Combines the established steroid, prednisolone (Sterane®) with tension-easing 
hydroxyzine HCl. When anxiety impedes clinical response, ATARAXOID offers 
superior control—often at lower steroid dosage and without unexpected side effects. 


also indicated in bronchial asthma and inflammatory / allergic dermatoses 


ATARAXOID provides 10 mg. hydroxyzine HCI with vari- 
ous potencies of prednisolone per tablet: ATARAXOID 5.0 
scored, green tablets, 5 mg. ATARAXOID 2.5 scored, blue 
tablets, 2.5 mg. ATARAXOID 1.0 scored, orchid tablets, 1 mg. 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York Science for the world’s well-being™ 
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Assembly News 


Scientific Exhibits 


Organization or Individual 


(Continued) 
Title of Exhibit 


F. P. RHOADES, M.D., De- 
troit, Mich. 

CarL O. RICE, M.D., J. H. 
STRICKLER, M.D., Minne- 
apolis, Minn. 

J. ALFRED RIDER, M.D., San 
Francisco, Calif. 


Irving M. RIFFIN, 
Montclair, N.J. 

EuGENE B. ROoBICHAUX, 
M.D., Excelsior Springs, 
Mo. 

HOWARD FRANK M.D., 
Boston, Mass. 

NorMAN O. ROTHERMICH, 
M.D., VoL K. PHILLIPS, 
Columbus, Ohio 

J. M. RUEGSEGGER, M.D., 
H. R. Cox, M.D., Pearl 
River, N.Y. 

MarTIN R. RusH, M.D., 
Long Branch, N.J. 

Henry I. RUSSEK, 
Staten Island, N.Y. 

RALPH O. RYCHENER, M.D., 
New York, N.Y. 

WALTER W. SACKETT, JR., 
M.D., Miami, Fla. 


M.D., 


M.D., 


ANTHONY SAINz, M.D., NEW- 
TON BIGELOW, M.D., CON- 
STANCE M. BARWISE, M.D., 
Marcy, N.Y. 

HERBERT W. SALTER, M.D., 
Cleveland, Ohio 

RicHaRD X. SANDS, M.D., 
New York, N.Y. 

ARTHUR L. SCHERBEL, M.D., 
Cleveland, Ohio 

Howarp N. Scuuuz, Chi- 
cago, Ill. 

PHILIP SCHWARTZ, M.D., War- 
Ten. Pa. 

W. P. SHEPARD, M.D., New 
York, N.Y. 
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“The Sun, the Skin, and 
Methoxsalen” 

“Complete Parenteral Nutri- 
tion”’ 


“Pathophysiology, Diagnosis 
and Treatment of Eso- 
phageal Diseases” 

‘*Methohexital Sodium—A 
New Induction Anesthetic” 

“Oral Anticoagulant Therapy 
is Only as Good as its Lab- 
oratory Control” 

“Diabetes Mellitus Today” 


“The Latex Fixation Tests 
for Rheumatoid Arthritis’ 


“Oral Vaccines Containing 
Living Attenuated Polio- 
myelitis Viruses” 

“Modern Medical Museum 
in Natural Color” 

“Drug Therapy in Angina 
Pectoris” 

“Identification of Patients 
Requiring Eye Care”’ 

“Baby Feeding: Prolonged 
Intervals, Early Use of 
Solids” 

“The Pharmacologie Treat- 
ment of Endogenous De- 
pressions” 


“Prevention of Accidental 
Poisoning” 
“A Vaginal Lytic Agent” 


“The Effect of Serotonin on 
Vasomotor Reactivity’’ 
“Physicians’ Responsibility 
in Highway Accidents’’ 
“Cerebral Apoplexy: Types, 
Causes and Pathogenesis” 
“Doctor, There’s No Better 
Health Teacher Than You” 


Organization or Individual 


Title of Exhibit 


JOHN W. SIGLER, M.D., De- 
troit, Mich., DoNALD F. 
HILL, M.D., Tucson, Ariz., 
L. MAXWELL LOCKIE, 
M.D., Buffalo, N.Y. 

VAUGHAN P. SIMMONS, M.D., 
Milwaukee, Wis. 

S. WILLIAM SIMON, 
Dayton, Ohio 

VERGIL N. SLEE, M.D., Ann 
Arbor, Mich. 

JACKSON A. SMITH, M.D., 
Chicago, Ill. 


M.D., 


MARSHALL E. SMITH, M.D., 
Middletown, Conn. 


Otto STEINBROCKER, M.D., 


New York, N.Y. 

FRANZ S. STEINITZ, M.D., 
Chicago, Ill. 

Lyon P. STREAN, PH.D., 
Spring City, Pa. 


L. A. SuSCA, M.D., New 
York, N.Y. 

WALTER SUSSMAN, 
Philadelphia, Pa. 

JOHN H. TALBOTT, 
Chicago, 

EDWARD T. THOMPSON, M.D., 
Washington, D.C. 

ELAM C. TOONE, JR., M.D., 
Richmond, Va. 


M.D., 


M.D., 


JOHN C. ULLERY, 
Columbus, Ohio 
U. S. ARMED Forces MED- 
ICAL SERVICES, Washing- 

ton, D.C. 

U. S. PuBLIC HEALTH SERV- 
ICE, Washington, D.C. 
DENNIS M. VOULGARIS, M.D., 

Wharton, Tex. 
DONALD V. WALZ, 
Iowa City, Ia. 
RutH H. WEAVER, 
Philadelphia, Pa. 
Max Harry WEIL, 
Los Angeles, Calif. 


M.D., 


M.D., 
M.D., 


M.D., 


JEROME WEISS, M.D., New 
York, N.Y. 

H. WEISSMAN, M.D., Castle 
Point, N.Y. 


JuLtius L. WILSON, 
New York, N.Y. 
ALEX W. YOUNG, JR., M.D., 

New York, N.Y. 


M.D., 


“Do You Have a Question, 
Doctor?” 


“The Adult Thymus in Health 
and Disease” 

“Tests for Oral Drug Utili- 
zation”’ 

“Tonsillectomy” 


“A Medication for the Out- 
patient Treatment of the 
Alcoholic” 

“A Clinical Evaluation of a 
New Psychotherapeutic 
A gent” 

“Reflex Neurovascular Dys- 
trophy of the Extremities: 
Early Diagnosis and Man- 
agement” 

“Management of the Difficult 
Geriatric Patient’’ 

“Criteria for Diagnosis of 
Some Congenital Defects 
and Treatment of Some 
Complications of Therapy” 

“Treatment of Diaper Rash” 


“Cancer Detection by use of 
Fluorescent Microscopy’’ 
“Gout and Blood Dyscrasias”’ 


“Hospital Services Tailored to 
Meet Patient Needs” 

“Aortic Insufficiency and 
Aortitis Associated with 
Rheumatoid Spondylitis” 

“Maternal and Fetal Effects 
of Obstetrical Analgesia”’ 

“Emergency Medical Treat- 
ment Unit, Phase I’’ 


““Radiation—A Growing Pub- 


lic Health Problem” 
““Dysmenorrhea—Cramps or 
Psyche?” 
‘Blood Transfusions—lIts 
Uses and Abuses”’ 


“Role of the School Physi- 
cian” 

“Analogy of the Human Cir- 
culatory System During 
Shock States” 

“New Concept of Constipa- 
tion Mechanisms” 

‘*Bronchogenic Carcinoma 
and Pulmonary Tuberculo- 
sis—Problems in Diagno- 
sis”’ 

“Steroids Activate TB” 


“Dermatogeriatrics: Skin Dis- 
eases Common to the Aged” 
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Therapeutic vitamins in the “therapeutic” jar 


Any severe disease process undermines the nutritional integrity of tissue. '! To counteract physiologic 
stress depletion of B and C vitamins, prescribe high potency STRESSCAPS... in burns... fractures... 
severe infection . . . surgery . . . and in chronic disorders such as arthritis, alcoholism or colitis. 

The attractive STRESSCAPS jar also plays an important therapeutic role. . . reminding the Patient of 


his daily dosage . . . assuring adequate intake for full metabolic support. 


Each capsule contains: 
Thiamine 
Mononitrate (B,) ...... 10 mg. 


Riboflavin (B,) ..-....... 10 mg. 
Niacinamide ..........., 100 mg. 
Ascorbic Acid (C) ....... 300 mg. 
Pyridoxine HCI (B,) ...... 2 mg. 
Calcium Pantothenate ... 20mg. 
Vitamin K (Menadione) .. . 2 mg. 


Average dose 1-2 capsules daily. Stress Formula Vitamins Lederie 


1. Spies, T. D.: J. A.M. A, 
167 :675 (June 7) 1958. 


GQ LeDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Assembly News 


A P.E. for Every M.D. To Be Repeated, 
Volunteer Examining Physicians Needed 


THE IMMEDIATE success of the “‘Physical Exam- 
ination Project’’ in San Francisco last year 
made a repeat performance in Philadelphia in- 
evitable. 

An efficient local committee (essential to the 
success of such a multifaceted program) has been 
assembled under the able direction of Dr. Her- 
bert Nagler, chairman, and Dr. Thomas Logan, 
vice-chairman. An adequate “‘clinic,” replete 
with numerous examining rooms and fully 
equipped, will be constructed adjoining the 
scientific exhibit area in South Exhibition Hall. 

Dr. Nagler plans to have over 100 physicians 
on his “‘staff”’—and will welcome volunteers who 
are willing to devote one or two hours to the role 
of examining physician. If you will contribute 
this much of your convention time to the cause of 
better doctor health, drop a note to Dr. Nagler 
at 5517 Greene Street, Philadelphia, Pa. 

If you were in San Francisco, you will recall 
that the first P.E. project covered a wide range, 
including chest x-ray and skin patch tests, blood 
cholesterol and P.B.I., electrocardiogram, urine 
analysis and a complete physical. Added this 
year will be a check for glaucoma. 

A program of this magnitude involves substan- 
tial expenses for construction, printing of record 
forms and acquisition of many supplies for which 
donors cannot be found. (There is no fee charged 
for these examinations, by the way.) To meet 
these expenses—since there is normally no budg- 
etary provision for them—the Wyeth Labora- 
tories has made a grant of $5,000. The Burdick 
Corporation is making available six modern 
EKG machines, electronic stethoscopes will be 
the contribution of the Maico Company, John- 
son and Johnson will be represented by tongue 
depressors, cotton swabs and other supplies, 
while a dozen other companies have indicated 
their interest in supporting the project. 
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When you recall that last year, out of some 600 
examinations, over 30 previously unsuspected 
pathologies (six of them malignant) were un- 
covered, the importance of this annual check-up 
becomes increasingly important. 

Dr. Nagler is anxious to handle this program 
“‘by appointment”’ as far as possible, to avoid the 
stand-in-line delays that many doctors experi- 
enced last year. In the near future, every Acad- 
emy member will receive a mailing card on which 
he may indicate his choice of times for his physi- 
cal examination appointment. You are urged to 
fill out and mail your card promptly, if you plan 
to attend the 1960 Assembly. Dr. Nagler’s com- 
mittee hopes to process over 1,000 examinees 
during the four days of the Assembly. Will you 
be one of them—for your health’s sake? 


To Show Actual Modern Doctors’ Building 
And Replica of Century-Old Facility 


CERTAINLY a standout of the Assembly this 
month in Philadelphia will be the special exposi- 
tion of an actual Sears-Roebuck Foundation 
medical office facility which is available today 


Actual Medical Unit on Display—Exclusive of the brick 
veneer siding and the roof, an exact replica of this double unii 
modular coordinated medical facility, offered by the Sears- 
Roebuck Foundation, will be on exhibit in Convention Hall. 
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can 
make the 
difference 


Just two FERMATIN capsules daily will often brighten the outlook and restore vitality in your tired, 
run-down or underpar patient—as in non-pernicious and metabolic anemias, convalescence, serious 
infections, pregnancy, after surgery, and poor diet. 


Maximum tonic action is insured for your patients because the presence of MAALOXx®-Rorer, and 
D-SORBITOL in the FERMATIN formula markedly increases the absorption of iron and B,,, and the 
buffering action of MAALOx virtually eliminates gastric disturbance. 


Each high-potency FERMATIN capsule provides: Ferrous sulfate, 200 mg.; MAALox-Rorer (magnesium-aluminum 
hydroxides), 200 mg.; Folic acid, 1.5 mg.; Ascorbic acid, 75 mg.; Cobalamin concentrate, N.F. (Vitamin Buz 
activity 72 mcg.), 7.5 mg.; D-SoRBITOL, 150 mg. Offered in bottles of 100 and 500 at prescription pharmacies. 


Eo WILLIAM H. RORER, INC. 
= Philadelphia 44, Pa. 
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and a replica of a mid-19th Century physician’s 
office, made available by Mead Johnson & 
Company. 

Here the latest in modern medical office facili- 
ties will be contrasted with the type of facility, 
drugs and instruments used a century ago. They 
will adjoin the technical exhibits. 

The modern structure will be an actual double 
unit modular coordinated medical facility, like 
those that can be purchased today for $35,000. 
This particular two-doctor unit has 2,112 square 
feet of space. The building will be erected by 
Medical Facilities, Inc., Iowa City, Ia. 

It encompasses three examination-treatment 
rooms, two consulation rooms, a circular control 
area for nurse and office assistant, a waiting room, 
emergency room, BMR, EKG and recovery 
room and a utility-storage area. 

The idea for the structure grew out of the need 
for modern and adequate physician’s quarters, 
particularly in rural areas. Small communities 
found that their chances of drawing a needed 
physician to their area were greatly enhanced if 
proper facilities could be offered. Many young 
physicians could not handle the financial burden 
of erecting a building and providing all the neces- 
sary equipment and diagnostic tools necessary 
for modern practice. 

Hence, the Sears-Roebuck Foundation began 
its program in 1958 whereby such a building as 
the one to be shown in Convention Hall would be 
purchased by the community and made available 
to the doctor at a nominal rental. 

On the other hand, the century-old office repli- 
ca is mindful of the days when a physician ar- 
rived at a new location with his historic black 
val hung up his hat and shingle and went to 
work. 

Through considerable time and effort, Mead 
Johnson & Company has collected equipment, 
drugs and instruments which were typical of that 
period and embodied them into an exhibit for the 
Assembly. 
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TV Stars for Assembly Telecast— William Post (left), a 
veteran of Armstrong and Kraft theaters and Studio One, will 
star as the general practitioner, Dr. Jim Barclay, while pro- 
fessional actress, Bernadine Flynn (right), will portray Mrs. 
Barclay. 


Merck Sharp & Dohme To Feature Family 
Doctor In TV Presentation at Assembly 


THE POPULARITY of the 30-minute television 
program, “Your Family Doctor’s Notebook,” 
which was presented by Merck Sharp & Dohme 
during the 1959 Assembly in San Francisco 
sparked the idea for a special regional telecast 
during the Assembly this month in Philadelphia. 

This year’s program will be a 30-minute filmed 
dramatization to be presented at 7 P.M. Wednes- 
day, March 28, over WRCV-TV (Channel 3) 
from Philadelphia. It is being produced as a fea- 
ture of the Postgraduate Program for the medi- 
cal profession established by Merck Sharp & 
Dohme as a service to medicine in the public 
interest. 

Host for the story entitled, “Man of Every 
Hour,” will be Don Herbert, veteran science TV 
star of NBC-TV’s “Watch Mr. Wizard,” and 
long-time “‘Progress Reporter” for the General 
Electric theater series on CBS-TV. 

Dr. Frederick K. Heath, director of professional 
relations for Merck Sharp & Dohme, announces 
that Advantage Enterprises of New York will 
handle production. Alan Beaumont, former 
NBC-TV producer of “The Arlene Francis 
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HIGHLY ABSORBENT 
PULLS DRAI 


TELFA?® Sterile Pad. Box 100’s CURAD® Bandages have 


FIBERS OUT OF THE WOUND 


* 


NO STICKING ... NO BLEEDING... NO PAIN 


when you remove the dressing 


For undisturbed healing, trust 
the improved Telfa non- 
adherent dressings. New 
large-bore perforations allow 
full drainage . . . while plastic 


covering keeps wound dry. 


in Rec- Telfa, too. Curad 100’s with Telfa THe KENDALL comrany 
tangular size can be cut to any in various sizes and shapes for BAUER & BLACK 
shape for large wounds and 1st and small wounds, abrasions, shot sites, aiesineieads 
2nd degree burns. punctures. 
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Assembly News 


Show,” director of “Home,” and ““Wide Wide 
World” location producer, will produce and 
direct. 

“Man of Every Hour” is a composite story of 
all family doctors. This dramatization centers on 
a general practitioner, Dr. Jim Barclay, who 
suddenly finds himself hospitalized. It covers the 
anxious period for his wife and colleagues while 
the nature of his illness is being determined. 

Later there are flash backs to periods in his 
early practice—his decision to become and re- 
main a general practitioner. The program visual- 


izes Dr. Barclay’s concern for his own patients 
while he himself is “‘laid-up.”’ 

Starring as Mrs. Barclay will be Bernadine 
Flynn, professional actress, whose husband in 
real life is a physician in Chicago. William Post, a 
veteran actor in his mid 40’s who has starred on 
Armstrong and Kraft theaters and on Studio 
One, will portray the general practitioner, Dr. 
Barclay. 

Not only will the drama be of interest to every 
Assembly registrant but it will give the public 
more insight on their family doctor. 


1960 Technical Exhibits 


EDUCATIONAL activities of Assembly registrants would not be complete without 
careful investigation of the technical exhibits to be shown in Philadelphia. These 
exhibitors, all carefully selected, and their representatives, are eager to be of 


Chicago Reference Book Company 
Christian Medical Society 
Chrysler Corporation 


service to you. 


Abbott Laboratories 

Air-Shields, Inc. 

Aleon Laboratories, Inc. 

The Alkalol Company 

A. S. Aloe Company 

American Ferment Company 
American Medical Association 
American Medical Supply Co. 
American Sterilizer Company 
The American Tobacco Company 
Ames Company, Inc. 

The Armour Pharmaceutical Co. 
Arnar-Stone Laboratories, Inc. 
B. F. Ascher & Company, Inc. 
Astra Pharmaceuticals, Inc. 
Audio-Digest Foundation 

Ayerst Laboratories 


The Baker Laboratories, Inc. 

W. A. Baum Company, Inc. 
Baxter Laboratories 

Beck-Lee Corporation 

Becton, Dickinson and Company 
Bec ch-Nut Baby Foods 


GP March 1960 


Benton Laboratories 

Best Foods Division Corn Products 
Company 

Borcherdt Company 

The Borden Company 

George A. Breon & Company 

Bristol Laboratories, Inc. 

Brooks Appliance Co. 

The Burdick Corporation 

Burroughs Wellcome & Co. (U.S.A.) 
Ine. 

Burton, Parsons & Company 


Cambridge Instrument Co. 

Cameron Surgical Instruments Com- 
pany 

S. H. Camp & Company 

Cardiotron E. P. L., Inc. 

Carnation Company 

G. W. Carnrick Company 

The Central Pharmacal Company 

Central Soya Company, Inc. 

Chattanooga Pharmacal Co., Inc. 

Chicago Pharmacal Company 


Church and Dwight Company, Inc. 
Ciba Pharmaceutical Products, Inc. 
Clark and Clark 

The Coca-Cola Company 

The Columbus Pharmacal Company 
Conco Surgical Products 

Coreco Research Corporation 


Darwin Laboratories 

Davies, Rose & Company, Limited 

F. A. Davis Company 

Davol Rubber Company 

De Puy Manufacturing Company, 
Ine. 

Desitin Chemical Company 

Devereux Schools 

The DeVilbiss Company 

Dictaphone Corporation 

Doak Pharmacal Co., Inc. 

Doho Chemical Corporation 

Duke Laboratories, Inc. 


Eaton Laboratories 

Eisele & Company 

Electro-Therapeutic Instrument Com- 
pany 
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a margarine designed to aid in 
lowering cholesterol 


margarine 


Clinical trials demonstrate that Emdee Margarine, substituted for other 
spreads and shortenings in the daily diet, helps supply the polyun- 
saturated fatty acids which reduce cholesterol levels. Eighty per cent of 
Emdee Margarine’s fat content is pure corn oil which is not hydro- 
genated but specially processed* to preserve its naturally high content 
(approximately 42%) of polyunsaturated linoleic acid. 


Patients whose intake of saturated fats must be restricted will find 
Emdee Margarine a welcome addition to their diets. Moreover, the 
appealing flavor, color and smooth texture of Emdee Margarine will 
appeal to the whole family—making preparation of separate meals for 
one member of the household unnecessary. Available in 1 lb. cans, 
at pharmacies only. 


ray PITMAN-MOORE COMPANY Division of Allied Lab ies, Inc., Indi lis 6, Indiana 


*U.S. PATENT NO. 2,890,959 
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a delicious spread a Superb shortening 
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Assembly News 


1960 Technical Exhibits 


(Continued) 


Encyclopaedia Britannica 
Endo Laboratories, Inc. 
Ethicon, Inc. 


First Texas Chemical Manufacturing 
Co. 

R. A. Fischer and Company 

C. B. Fleet Company, Inc. 

Flint, Eaton & Company 

Florida Brace Corp. 

E. Fougera & Co., Inc. 

Fuller Pharmaceutical Company 


Geigy Pharmaceuticals 

General Foods Corporation 

Gerber Products Company 

Great Books of the Western World 
Grune & Stratton, Inc. 


The G. F. Harvey Company, Inc. 
Health Insurance Council 

H. J. Heinz Company 

Hill Laboratories Co. 
Holland-Rantos Co., Inc. 
Hollister-Stier Laboratories 


Institute of Public Information 
Irwin, Neisler & Company 
Ives-Cameron Company 


Jackson-Mitchell Pharmaceuticals, 
Inc. 

Jesse Jones Box Corp. 

Johnson & Johnson 


Kastoff 

Kimberly-Clark Corporation 
Kinney and Company 

Knoll Pharmaceutical Company 
Knox Gelatine Company, Inc. 


Lea & Febiger 

Lederle Laboratories Division Ameri- 
can Cynamid Company 

Thomas Leeming & Company, Inc. 

Charles Lentz & Sons 
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Eli Lilly and Company 

R. J. Lindquist Company 
J. B. Lippincott Company 
Lloyd Brothers, Inc. 

Loma Linda Food Co. 

P. Lorillard Company, Inc. 


McGraw-Hill Book Company, Inc. 
(Blakiston Division) 
McNeil Laboratories, Inc. 
The Macmillan Company 
Maltbie Laboratories 
(Division Wallace & Tiernan) 
Marion Laboratories, Inc. 
S. E. Massengill Company 
Mattern X-Ray Division 
(Land-Air, Inc.) 
Mead Johnson & Company 
Medco Products Company, Inc. 
Medical Aids, Inc. 
Medical Facilities, Inc. 
Medical Film Guild, Ltd. 
The Medical Protective Company 
Merck Sharp & Dohme 
The Wm. S. Merrell Company 
Metro Med, Inc. 
Miles Reproducer Company, Inc. 
Milex of New York 
Miller Surgical Company 
Mine Safety Appliances Company 
Mission Pharmacal Co. 
The C. V. Mosby Company 


National Cash Register Company 
National Dairy Council 

The National Drug Company 
National Live Stock & Meat Board 
Nordson Pharmaceutical Labs., Inc. 


Organon, Inc. 
Ortho Pharmaceutical Corporation 
Ovaltine Food Products 

Division the Wander Company 
Oxy Swig, Inc. 


Parke, Davis & Company 
Pepsi-Cola Company 

Person & Covey, Inc. 

Personal Products Corporation 
Pet Milk Company 

Pfizer Laboratories 

Pharmacia Laboratories, Inc. 
Picker X-Ray Company 
Pitman-Moore Company 


-Plough, Inc. 
Wm. P. Poythress and Company, Inc. 


W. F. Prior Company, Inc. 
Procter & Gamble Company 
Professional Life & Casualty Co. 
The Purdue Frederick Company 
Puritan Compressed Gas Corp. 
Pyramid Rubber Company 


Quaker City Pharmacal Company 


Ralston-Purina Company 

Reed & Carnick 

Research Supplies 

Rexall Drug Company 

R. J. Reynolds Tobacco Company 

The Rhinopto Company 

Riker Laboratories, Inc. 

Ritter Company 

A. H. Robins Company, Inc. 

Roche Laboratories (Division of 
Hoffman La-Roche, Inc.) 

J. B. Roerig & Company 

William H. Rorer, Inc. 

Ross Laboratories 

Rystan Company 


Sanborn Company 

Sandoz Pharmaceuticals 

W. B. Saunders Company 

SchenLabs Pharmaceuticals, Inc. 

Schering Corporation 

Schieffelin and Co. 

Julius Schmid, Inc. 

The Scholl Manufacturing Co., Inc. 

G. D. Searle & Co. 

Shelly Professional Products, Inc. 

Sherman Laboratories 

Smith-Dorsey (Division of Wander 
Co.) 

Smith, Kline & French Laboratories 

Smith, Miller and Patch, Inc. 

E. R. Squibb & Sons 

Stiefel Laboratories 

R. J. Strasenburgh Co. 

The Stuart Company 

Swift & Company 


Tampax, Incorporated 

Testagar & Company, Inc. 
Tru-Eze Manufacturing Co., Inc. 
S. J. Tutag & Company 


U. S. Hospital Supply, Corp. 
U. S. Vitamin Corporation 
The Upjohn Company 


Vanpelt & Brown, Inc. 


Walker Laboratories, Inc. 
Wallace Laboratories 

Walton Laboratories, Inc. 
Wampole Laboratories 
Warner-Chilcott Laboratories 
Warren-Teed Products Company 
William A. Webster Company 
Welch Allyn, Inc. 

The Wesson People 

Westwood Pharmaceuticals 
White Laboratories, Inc. 
Winthrop Laboratories, Inc. 
Wyeth Laboratories 


Yorktown Products Company 
F. E. Young & Company 
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headache* 
coming on 
10 tiMe | bd 


_ sublingual ergotamine tartrate tablets 
@ faster than any oral tablet—faster than the 
time needed to obtain, prepare and give an 
injection, and get an effect. Tablets dissolve 
under the tongue within 30 seconds, effects 
start with the speed of circulation time, relief 
in the 90 per cent range is established within 
10 to 15 minutes. 


STOPS THE ATTACK WITH 
“PARENTERAL” SPEED AND 
SUBLINGUAL CONVENIENCE 


@ the tiny sublingual tablets can be placed 
under the tongue any time, anywhere—no 
need for water, privacy, or sterile precautions. 
Supplied: Ergomar Sublingual Tablets,+ 2 mg. ergot- 
amine tartrate per tablet, in specially designed dis- 
penser package of 12 tablets. For patient economy 


and convenience, we suggest prescribing 12 tablets. 
torand of ially p d erg: tartrate, patent pending 


KEEPS MORE PATIENTS HEADACHE-FREE MORE EFFECTIVELY 


<r NORDSON PHARMACEUTICAL LABORATORIES, INC. * Irvington, New Jersey 
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News 


Trends and Events in the Nation’s Capital 


From GP’s Special Washington Correspondent 


Two DocToRS of medicine, both of them general 
practitioners, are included among tax compro- 
mise settlements announced within the past few 
weeks by Internal Revenue Service. 

One is a 56-year-old physician in Yonkers, 
N.Y., whose unpaid taxes for the years 1942-47 
totaled $109,070, including penalties and in- 
terest. His offer to settle for $32,500 was ac- 
cepted. 

A Milwaukee physician, age 72, owed the 
government $132,107 for the period 1943-47. 
This was exclusive of an arrearage of $27,650 
in state income taxes. Because of his poor finan- 
cial condition—cash on hand totaled $350 and 
there was a rather large sum in uncollectable 
medical bills—Internal Revenue Service ac- 
cepted a $1,000 settlement, with the proviso that 
the doctor would pay a certain percentage of 
his income for the years 1959-66, inclusive, on 
the indebtedness. 


$2 Billion Disability Bill 


For the first time, cash sickness benefits paid 
out through disability insurance and paid sick- 
leave plans reached the $2 billion mark in 1958. 
The total benefits—individual insurance, group 
benefits to workers in private employment and 
paid sick leave for government employees—were 
estimated at $2,064,000,000 by the division of 
Program Research in Social Security Adminis- 
tration. 

A study of the 1948-1958 experience by divi- 
sion statisticians disclosed the following: 

_For workers in private employment, biggest 
single source of protection was the health and 
aecident insurance policy underwritten by com- 
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mercial carriers ($493 million). Of this amount, 
$151 million (31 per cent) represented payments 
by private plans under compulsory temporary 
disability insurance laws of California, New 
Jersey and New York. 

Over-all total of $2,064,000,000 replaced about 
28 per cent of the estimated $7,451,000,000 lost 
in current income from nonwork-connected 
short-term sickness and the first six months of 
extended disability. This compared with 26 per 
cent in 1957 and 17 per cent in 1948. 

Between 1948 and 1958, income loss of persons 
without exclusive sick leave rose from $4 billion 
to $6.2 billion. 


Better Mental Outlook 


U.S. Public Health Service figures show that 
in 1959, for the fourth consecutive year, there 
was a decline in number of patients in public 
mental hospitals. At year’s close, this population 
was estimated at 542,721, in 277 institutions, or 
2,142 fewer than the total of 12 months earlier. 

During the first half of this century, the public 
mental hospital population quadrupled while 
the general population only doubled itself. This 
upward trend was continuous until 1956. Since 
then, institutional rolls have been shrinking al- 
though admissions have risen, a fact explained 
by increasing discharge rates. 

In 1959 there were 167,607 discharges, a 7.2 
per cent increase compared with 1958. 

“So many factors are involved in these figures 
that it is unsafe to draw specific conclusions from 
them, but they undoubtedly reflect a prevailing 
improvement in the care and treatment of the 
mentally ill both in and out of mental hospitals,” 
commented Dr. Robert H. Felix, director of the 
National Institute of Mental Health. 
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“from Contented Cows’”’ 


World’s leader by far for infant feeding 


86% of pediatricians prefer the evaporated milk formula. And more 
babies have been brought up on formulas made with Carnation 
Evaporated Milk than any other brand. 


NOW IN READY-PREPARED FORM, TOO. Carnalac is Carnation 
Evaporated Milk with its added Vitamin D, plus carbohydrate* Mother 
simply adds water in the amount you recommend, and a balanced 
formula is assured. 

* Natural lactose from the milk, and maltose-dextrin syrup 
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News 


“There is surely reason for encouragement in 
the mental hospital figures. But these same 
statistics show that there are still over half a 
million patients in our public mental hospitals. 
The cost of their care is in excess of $800 million 
a year even though expenses are kept to an 
absolute minimum.” 


Ike’s Medical Budget 


On Capitol Hill, hearings will continue well 
into spring on President Eisenhower’s budget 
for running the government in the fiscal year 
which begins on July 1, 1960. Here are some of 
the $79 billion document’s features which are of 
particular interest to civilian medicine and its 
practitioners: 

For Hill-Burton hospital construction aid 
throughout the country, $126.2 million is allo- 
cated—$60 million under the sum available in the 
current fiscal year. General hospital bed expan- 
sion would bear the brunt of this reduction. More 
than $30 million, virtually same as amount 
available this year, is provided for grants to 
encourage construction of chronic disease hos- 
pitals, diagnostic and treatment centers, nursing 
homes and rehabilitation facilities. 

Veterans Administration is asking $86,481,000 
to pay costs of outpatient medical and dental 
services to beneficiaries having service-connected 
disabilities. This compares with $83,866,000 to 
be expended for this purpose in the current year. 
A substantial portion is reserved for fee payments 
to civilian physicians, who will account for about 
one-third of the patient visits for medical care in 
1960-61. The remaining two-thirds will be accom- 
modated in VA facilities. 

The three armed services and U.S. Public 
Health Service are asking Congress to appro- 
priate $71.6 million to pay private medical and 
hospital bills of servicemen’s dependents who 
are eligible for Medicare benefits. It is estimated 
that in the current fiscal year, which ends on 
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News 


June 30, 1960, approximately $69.5 million will 
be obligated in this program. 

An appreciable percentage of the Atomic 
Energy Commission’s proposed $2.4 billion budg- 
et has medical earmarkings. The division of biol- 
ogy and medicine, which finances cancer studies 
in scores of medical schools, hospitals and labora- 
tories, is down for $54.2 million. For civilian 
applications of isotope development, $12.5 mil- 
lion is provided, some of it in the field of health 
and development of medical products. 

“The growing demand for better health care 
has contributed to shortages of facilities, medical 
and scientific manpower, and supporting health 
workers, as well as to the rising cost of medical 
and hospital services,” the President said in his 
congressional budget message. “In order to deal 
effectively with these developments, the federal 
government has expanded its public health pro- 
grams and is actively seeking solutions to the 
nation’s health problems.” 


Also see AMA Washington Report, page 275. 


“Oh—I’m not really a brain surgeon. 
I’m a chicken-plucker 
who thinks for himself!’ 
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In asthma: 


a Nephenalin tablet for “air in a hurry” 
...and calm...and quiet breathing 


For the ambulant asthmatic you can prescribe “air in a hurry” with 
NEPHENALIN®, a tablet that relieves asthma with nebulizer speed and 
prevents further attack for hours. Placed under the tongue, the NEPHENALIN 
tablet quickly releases 10 mg. of isoproterenol HCI, the potent homologue 
of epinephrine, for immediate opening of the airway. Swallowed, the 
NEPHENALIN tablet provides theophylline (2 gr.), ephedrine (3% gr.) and 
phenobarbital (4% gr.), for sustained protection from asthmatic seizure. 
Bottles of 20 and 100 tablets. For children: NEPHENALIN Pediatric. 


Shes. Looming Co New York 17, N.Y. 
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News 


Australian College Invites AAGP Members 
To Attend October Meeting in Melbourne 


MemBERS of the American Academy of General 
Practice have been issued a special invitation to 
attend the convention of the Australian College 
of General Practitioners next October 10-15 in 
Melbourne. 

The meeting will be held at the Chevron 
Hotel, St. Kilda Road. There will be a full and 
interesting program of lectures and discussions 
for general practitioners as well as a full social 
program for convention registrants and for the 
wives and families. 

Dr. David Zacharin, deputy chairman of the 
council and honorary organizing secretary of the 
convention, points out that October is spring- 
time in Australia and a most desirable time of 
year for anyone to visit the country. 

The meeting in Melbourne coincides with the 
opening of the Spring Racing Carnival which 
features world-famous horse races such as the 
Caulfield Cup and the Melbourne Cup. 

The Australians report they will be able to re- 
serve accommodations of any class for visitors 
who inform them of their requirements and they 
will also arrange for the handling of all inquiries 
as to travel throughout the rest of Australia. 

The registration fee for the meeting will be 
$15. The average cost of first-class hotel accom- 
modations in Melbourne is approximately $15 
for a double room to $22 per day for a suite, 
including breakfast. 


This Country’s Testing Program Brings 

Complaints from Foreign Medical Graduates 
THE TESTING PROGRAM of the Educational Coun- 
cil for Foreign Medical Graduates will soon cause 
a reduction in the number of foreign medical 
graduates coming to this country, predicts Dr. 
Dean F. Smiley, executive director of the council. 
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Dr. Smiley reports that the council has given 
four examinations to groups of foreign doctors in 
the last two years and that about one-third of 
them have failed. 

Starting in July all foreign graduates in United 
States hospitals, as well as doctors seeking to 
come to this country, must take the test. 

Already the testing program has created a 
problem for the State Department. According to 
Dr. Smiley, tension has developed with coun- 
tries whose medical leaders think the program is 
unfair. 

In defense of the program, Dr. Smiley replies: 
“We're sorry, but we want to improve medical 
standards.” 

The test consists of 360 questions and lasts 
seven hours. 

Objections are that the examination does not 
provide enough time; that its multiple-choice 
format makes it too much like a crossword puzzle 
and that proficiency in the English language 
plays too great a part in the scoring. 

“All these criticisms are valid to some extent,” 
Dr. Smiley admits. But he said that the examina- 
tions must be marked by machine and that the 
present question format was the best way to give 
them. 

At a recent conference sponsored by the Uni- 
versity of Pennsylvania, the secretary of the 
New York Board of Medical Examiners voiced 
some alarm over the examinations. Dr. Stiles D. 
Ezell of Albany said some hospitals must use 
foreign graduates or have no house staff. 

He said that in many ways the council’s pro- 
gram is good, “but like many examinations, it 
reveals little or none of a candidate’s ability in the 
care of patients.” 

The council was set up two years ago because 
of the increasing number of foreign doctors com- 
ing to U.S. hospitals. According to the council’s 
report, there are about 8,300 foreign-trained in- 
terns and residents in this country’s hospitals, a 
fourfold increase since 1951. 


249 


250 


A man of 45 
and a moderate 
low-fat 
well-balanced 


breakfast 


In the middle years when a moderate reduction of fat the recommended dietary allowances of protein, impor- 
in the diet is indicated for the maintenance of health tant B vitamins and essential minerals. The Iowa Break- 
and well-being, a basic cereal and milk breakfast merits fast Studies demonstrated that a well-balanced cereal and 


consideration. Its fat content of 10.9 gm. provides 20 P : a 
per cent of the total calories. Thus it is a moderate low-fat milk breakfast increased mental and physical efficiency 


breakfast. As shown in the chart below, it provides for during the later morning hours and that it was nutri- 
this age group and for most others about one-fourth of tionally efficient. 


recommended dietary allowances* and the nutritional contribution of a basic cereal and milk 
moderate low-fat breakfast 


Menu: Orange Juice—4 oz.; 
Cereal, dry weight—I oz.; 
Whole Milk—4 oz.; Sugar—I teaspoon; 
Toast (white, enriched)—2 slices ; 
Butter—5 gm. (about 1 teaspoon); 


Nonfat Milk—8 oz. 
Vitamin Niacin Ascorbic 
Nutrients Calories Protein Calcium Iron Thiamine Riboflavin equiv. Acid 
Totals supplied by 
Basic Breakfast 503 209 9m. 0.532 gm. 2.7 mg. S8B1U. 046mg. 080mg. 7.36 mg. 65.5 mg. 
Recommended 


Allowances—Men, 45 Years 
(70 kg.—154 Ib.) 3000 70 gm. 0.8 gm. 10mg. SOOOLU. 1.5 mg. 1.8 mg. 20 mg. 75 mg. 


Percentage Contributed 
by Basic Breakfast 16.8% 29.8% 66.5% 270% 118% 30.7% 444% 36.8% 87.3% 
Cereal Institute, Inc.: Breakfast Source Book, *The allowance levels are intended to cover individual variations 
Chicago: Cereal Institute, Inc., 1959. among most normal persons as they live in the United States under 
Food & Nutrition Bd.: Recommended Dietary Allowances, Sead 1958. usual environmental stresses. Calorie allowances apply to 
Natl. Acad. Sci.—Natl. Research Council Publication os individuals usually engaged in moderate physical activity. For 
Watt, B. K., and Merrill, A. L.: Composition of Foods— be for in body age, 
Processed, Prepared. U.S.D.A. Agriculture Handbook No. 8, TS i950. physical activity, and np — 


CEREAL INSTITUTE, INC. 
135 South La Salle Street, Chicago 3 


A research and educational endeavor devoted to the betterment of national nutrition 
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News 


Blue Shield Enrollment Records Big 
Gain During First Nine Months in 1959 


BLUE SHIELD PLANS in North America made a 
substantial gain in enrollment in the first nine 
months of 1959 with the addition of 1,600,000 
persons. In the corresponding nine months of 
1958 the gain was 244,673 persons. 

According to a report by the National Associa- 
tion of Blue Shield Plans, 44,214,441 persons—24 
per cent of the United States population—were 
participating in Blue Shield Plans as of Septem- 
ber 30, 1959. 

Blue Shield paid over $480 million for medical- 
surgical care rendered to members during the 
first nine months of 1959. This represents 90 per 
cent of the total income of all the 73 Plans. 


Federal Employees Health Program 
Being Readied for July Deadline 


IN PREPARATION for the new Federal Employees 
Health Benefits Program which will go into effect 
in July, the Civil Service Commission has desig- 
nated an employee in each of its 11 regional offices 
to be a health benefits representative. 

The new program, authorized by the Federal 
Employees Health Benefits Act of 1959, closes a 
major gap between fringe benefits in federal em- 
ployment and those offered by private employers. 
It is a voluntary program with the government 
paying up to a maximum of 50 per cent of the 
cost and the employees paying the remainder. 

Approximately 1,800,000 federal employees, 
stationed all over the world, and about 2,200,000 
of their dependents are expected to be covered 
by the program. 

The task of putting the program into operation 
by this coming July is one of the biggest that has 
ever faced the Civil Service Commission. It is 
the largest employer-sponsored health benefit 
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program in the world and is one of the most com- 
plex because of the variety of benefit plans that 
will be offered. 

The newly-named health benefits representa- 
tives will assist the respective regional directors 
in carrying out commission responsibilities with 
respect to the health benefits program within the 
area served by the regional office. Another major 
duty will be setting up and operating a program 
of information and education aimed at supplying 
federal employees in the region with information 
which will permit them to make an informed 
choice among the health benefit plans that will be 
offered. 


FCC Assigns Special Radio Frequency 
To Kansas City Area Hospital Group 


THE FIRST of the year the Federal Communica- 
tions Commission assigned a special radio fre- 
quency to the Kansas City (Missouri) Area Hos- 
pital Association for use in emergency and disas- 
ter situations. Installation is expected to be 
completed before the spring tornado season. 

The assigned frequency is 151.925 megacycles 
in the business radio service classification. The 
primary control station in the new radio network 
will be located at Kansas University Medical 
Center, with a secondary control station at 
General Hospital. Eleven hospitals in the area 
now have orders placed for equipment. 

The communications system is part of the Area 
Hospital Association’s disaster service plan. It 
will enable the disaster staff of 12 persons to 
maintain communications with hospitals and 
mobile units to facilitate speedy handling of 
casualties and the distribution of supplies and 
equipment in any emergency situation. 

The specially assigned frequency for the Kan- 
sas City area was made possible through the 
provisions made recently by the FCC to provide 
additional frequencies for hospital use. 
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3 Many MIGRAINE attacks 
can be stopped at the start 
by the prompt use of... 


Advantage 


‘MIGRAL’ permits maximum ergotamine therapy with the first dose 

——because the ‘MIGRAL’ formula includes the proved antiemetic, 

cyclizine hydrochloride, to counteract the tendency to nausea and 
vomiting. 


‘MIGRAL’ should be taken immediately at the start of a migraine 
attack, and the effective dosage should be determined on an indi- 
vidual basis. When the total dosage necessary to stop an attack has 
been determined, that amount should be taken as initial dosage in 
subsequent attacks. 


In general, 2 to 4 ‘MIGRAL’ tablets taken at the first sign of an 
attack will terminate a headache by preventing progression to the 
vasodilation stage. If treatment is not started sufficiently early to 
achieve this result, an additional 1 or 2 tablets should be admin- 
istered every half hour until the patient is relieved, or until a total 
dosage of 6 tablets has been taken. 


Caution 
It is recommended that not more than 6 tablets be taken during a 
oh. single attack, nor more than 10 tablets per week. 
Ae Each sugar-coated ‘MIGRAL!’ tablet provides: 
‘Marezine”® brand Cyclizine Hydrochloride........ 25 mg. 


In bottles of 20 and 100 tablets. 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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News 


Medical News in Small Doses: 


THE MOST recent honor to come to Dr. Fount 
Richardson of Fayetteville, Ark. during his term 
as Academy president was his December, 1959 
appointment as National Consultant to the Sur- 
geon General of the U.S. Air Force. This ap- 
pointment was the first one ever given to a phy- 
sician in general practice . . . Former Academy 
vice president, Dr. Charles C. Cooper of St. 
Paul, Minn., was recently named president-elect 
of the Ramsey County (Minnesota) Medical 
Society. He will be installed in 1961... Oklahoma 
Governor J. Howard Edmondson has named 
three Oklahoma chapter members to the Okla- 
homa State Board of Medical Examiners. Dr. 
Lillian Robinson of Enid will be the first physi- 
cian to serve in this capacity. The other two 
appointees to the seven-member board are Dr. 
C. Riley Strong, El Reno, and Dr. Marshall Hart 
of Tulsa... May 1 is the application deadline for 
a one-year residency in pediatric oncology which 
will begin January 1, 1961 at Memorial Center 
for Cancer and Allied Diseases in New York. 
The salary is $3,600 plus maintenance. For more 
information write: Director, Pediatric Service, 
Memorial Center for Cancer and Allied Diseases, 
444 East 68th St., New York 21, N. Y.... Dr. 
M. G. Candau of Brazil, who has been director 
general of the World Health Organization since 
1958, recently accepted the 12th World Health 
Assembly’s offer to extend his term of office 
until July, 1963 . . . New state president of the 
Virginia Association of Medical Assistants is Mrs. 
E. S. Carwile, an employee in the office of Acad- 
emy Member John Wyatt Davis, Jr. of Lynch- 
burg, Va... . Nebraska State Medical Associa- 
tion has invited Dr. Floyd C. Bratt, chairman of 
the AAGP Board of Directors, to give a luncheon 
address at its meeting April 27 in Lincoln . . . 
AAGP Member Franklin J. Evans of Coral 
Gables, Fla. is president this year of the Dade 
County (Florida) Medical Association. 
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The Bowel is a veritable culture tube 
in which definite bacterial types 
Struggle constantly to gain supremacy 


ZYMENOL, in vitro tests show, 
promotes growth of normal intestinal 
flora—especially the favorable B.coli. 


ZYMENOL helps overcome imbal- 
ance of intestinal flora resulting from 
irritants, antibiotics and constipation 
by aiding restoration of adequate, un- 
hurried bowel movements. 


ZYMENOL, the original and only 
emulsion with Brewers’ Yeast, softens 
bowel content, keeps it soft for easy, 
regular passage; simultaneously helps 
restore normal flora. 
¢ Teaspoonful dosage 
¢ Sugar-free ¢ Non habit-forming 
¢ Does not contain any irritative 
peristaltic stimulants 


Zdymenol 


Available—At All Drug Stores 
and Hospitals 


Liberal Samples on Request 


Glidden Laboratories, Inc. 


Waukesha, Wisconsin 


1. Rettger, L.F.: Newer Knowledge 
of Bacteria and Immunology, Chicago, 
Univ. of Chicago Press, 1928, p. 639. 
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AN IMPORTANT PART OF THE PRENATAL PL& 
the decorative FILIBON jar, an objective reminder of the single capsule daily dose. 


mILIBON 4 
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News from the State Chapters 


THE Illinois chapter reported an attendance rec- 
ord of 1,290 persons at its 12th annual meeting 
November 9-12 in Chicago. 

A new high of 807 physicians participated in 
the four-day meeting which included such out- 
standing speakers as Dr. Paul Dudley White of 
Boston who is President Eisenhower’s heart con- 
sultant. Among the registrants were 100 medical 
students. 

Dr. John C. Smith of Riverside, who had been 
selected as ‘“Outstanding General Practitioner of 
1960” by the Illinois State Medical Society was 
installed as president of the Illinois chapter. He 
succeeded Dr. Robert E. Heerens of Rockford. 
(See cut.) The Illinois congress of delegates ap- 
proved a resolution designating the chapter 
luncheon at the annual state society meeting in 
May as “John C. Smith, M.D. Honorary 
Luncheon.” 

New officers elected by the Illinois congress of 
delegates are Dr. J. G. Gustafson of Moline, 


Three Presidents—Discussing plans at the Illinois annual 
meeting are (left to right) Dr. John C. Smith, incoming 
President; Dr. Robert E. Heerens, outgoing president, and 
Dr. J. G. Gustafson, president-elect. 
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Illinois Directors—Illinois chapter’s board of directors in- 
clude (left to right front row): Dr. Maynard I. Shapiro, Dr. 
A. I. Doktorsky, Dr. John C. Smith, Dr. Robert E. Heerens, 
Dr. J. G. Gustafson, Dr. Franz S. Steinitz and Dr. Lloyd 
Kaiser. (Back row) Dr. Robert L. Holcombe, Dr. Bertram B. 
Moss, Dr. Mladen Mijanovich, Dr. Boyd McCracken, Dr. 
Stanley K. Nord, Dr. H. Marchmont-Robinson, Dr. Allison 
L. Burdick, Dr. Robert M. Fonner, Dr. S. B. Nelson and 
Dr. S. Y. Saltman. 


president-elect; Dr. Lloyd F. Kaiser of Cham- 
paign, vice president; Dr. Heerens, an AAGP 
delegate; Dr. Maynard I. Shapiro of Chicago, 
alternate delegate, and Dr. Robert L. Holcombe 
of Highland, speaker. (See cut.) 

Among the many topics covered by the con- 
gress were resolutions affecting the AAGP. After 
outlining the pros and cons, the delegates recom- 
mended that the Illinois delegates vote against 
the formation of a general practice certifying 
board. The congress also asked that a resolution 
be submitted which would allow proportionate 
representation on the basis of per capita mem- 
bership in the AAGP Congress of Delegates. 

In addition to Dr. White, the guest speakers 
were: Dr. Paul E. Craig, Tulsa, Okla.; Dr. Leo 


Illinois Guests—Special guests of the Illinois chapter were 
national and other state officers. Shown (left to right) are: Dr. 
John C. Smith, Illinois chapter president; Dr. Herbert W. 
Salter of Cleveland, Ohio, AAGP director; Dr. Fount Rich- 
ardson, AAGP president; Dr. L. W. Cellio, Ohio chapter 
president; Dr. C. J. Picard, Wisconsin chapter president, and 
Dr. Robert E. Heerens, retiring Illinois president. 
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News 


@. Berman, Green Farms, Conn.; Dr. William 
Snively, Mead Johnson & Company; Dr. Meryl 
M. Fenton, Wayne State University College of 
Medicine; Dr. F. B. Peck, Eli Lilly Laboratory 
fer Clinical Research, Indianapolis, Ind.; Dr. 
Sohn W. Cline, Stanford University School of 
Medicine; Dr. Harold W. Schwartz, Chatta- 
Mooga, Tenn., Dr. Philip Thorek, Cook County 
Graduate School of Medicine. 

Also Dr. J. R. Anderson, American Hospital 
Association; Dr. John C. Nunemaker, associate 
@ecretary, Council on Medical Education and 
Hospitals of the AMA; Dr. Denver M. Vickers, 
@ssistant to the director of the Joint Commission 
on Accreditation of Hospitals; Dr. Abraham Co- 
fen, Philadelphia General Hospital; Dr. Arnold 
S. Breakey, assistant managing director, Oph- 
thalmological Foundation, and Stanley F. Hamp- 
ton, Washington University School of Medicine, 
Bt. Louis, Mo. 

The social highlight of the four-day meeting 
Was the annual dinner dance at the Morrison 
Hotel, which was attended by many special 
Buests. (See cut.) AAGP President Fount Rich- 
ardson of Fayetteville, Ark. spoke briefly, asking 
that the public and the specialists be educated 
as to the general practitioner’s value and area of 
service. 
® Inrebuttal to some public opinion which main- 
fins that physicians won’t make house calls, 
Academy President Fount Richardson said in his 
Banquet address before the North Dakota chapter 
that general practitioners make about 75,000 
Sich calls a day. 

The occasion was the fourth annual meeting of 
the North Dakota chapter which was held 
November 20-21 in Mandan. (See cuts.) 

Dr. William Buckingham of Elgin was in- 
Slalled as president. Dr. Duane Pile of Crosby 
Was elected vice president. The chapter re- 
@lected Dr. R. D. Nierling of Jamestown as 
secretary-treasurer. Other officers include dele- 
fates, Drs. R. W. Henderson of Bismarck and 
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Presidential Greeting—North Dakota’s retiring president, 
Dr. David Jaehning (far left) welcomes the 1960 president, 
Dr. William Buckingham. Looking on are AAGP President 
Fount Richardson who was the banquet speaker (next to Dr. 
Jaehning) and Dr. R. D. Nierling. 


North Dakota Leaders—Officers of the North Dakota chapter 
elected at the November 20 meeting are (left to right) Dr. 
William Buckingham, president; Dr. Richard D. Nierling, 
secretary-treasurer, and Dr. Duane Pile, vice president. 


Chapter Directors—North Dakota’s board of directors include 
(left to right) Dr. Ralph Mahowald, Grand Forks; Dr. 
Thomas Longmire, Devils Lake; Dr. Philip Blumenthal, 
Mandan, and Dr. Harlan Larsen, Dickinson. 
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potentiated therapy for mild to moderate hypertension 


Consider the benefits of Singoserp-Esidrix if it’s mild to moderate hypertension (especially 
if edema is a complicating symptom). Singoserp, a man-made analog of reserpine, lowers blood 
pressure but seems to cause fewer side effects than natural rauwolfia compounds. 
When Singoserp is potentiated by Esidrix, blood pressure is lowered more effec- 
tively than with single-drug therapy. SUPPLIED IN TWO STRENGTHS: Singoserp- 
Esidrix Tablets #2 (each containing 1 mg. Singoserp and 25 mg. Esidrix) and 
Singoserp-Esidrix Tablets #1 (each containing 0.5 mg. Singoserp and 25 mg. 
Esidrix). Complete infor- 
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News 


Mian Johnson of Williston, and alternate dele- 
gates, Drs. Buckingham and David Jaehning of 
Wahpeton. 

In addition to AAGP President Richardson, 
Other guest speakers for the two-day meeting in- 
@uded: Dr. T. H. Stangebye, Jr., Dr. Harm 
= Smeenk and Dr. Roger Berg, Quain & Ramstad 
Olinic, Bismarck, N.D.; Dr. Robert D. Storey, 
Fargo Clinic, Fargo, N.D.; Dr. W. E. Cornatzer, 
University of North Dakota Medical School; 
Dr. Frederick E. Drill, Veteran’s Hospital, 
Minneapolis; Dr. Frank L. Lyman, Mead 
Johnson & Company; Dr. Tague Chisholm, 
University of Minnesota; Dr. Malcolm Dockerty, 
Mayo Clinic, and Dr. Malcolm McConnel, 
Minneapolis. 
® More than 350 physicians from all sections of 
the “Show-Me” State attended the Missouri 
chapter’s annual meeting November 7-8 in St. 
Louis. The physicians heard a scientific program 
of four symposia on fractures, hematology, medi- 
tine and obstetrics. Some 70 students from St. 
Louis medical schools also attended the meeting. 

A St. Louis physician, Dr. Preston C. Hall, is 
the new president. Other officers elected at the 
business meeting were: Dr. Cecil Leitch, Kansas 
City, president-elect; Dr. Charles Metz, St. 
Louis, vice president, and Dr. John F. Pearl, St. 
Clair, secretary-treasurer. 

AAGP delegates are Dr. Norton Eversoll of St. 
Louis and Dr. James Trolinger of Jackson and 
alternates, Drs. Charles O. Metz and Roy Pearse, 
Jr. of Nevada. 

Because of illness the chapter’s president, Dr. 
Hall, and the past president, Dr. P. V. Siegel, 
were unable to participate at the installation ban- 
quet. Presiding in their places were the outgoing 
Vice president, Dr. W. C. Allen, and incoming 
Vice president, Dr. Metz. 

_A highlight of the banquet was the presenta- 
tion of a plaque to State Sen. John W. Noble of 
Kennett by Dr. Allen in recognition of his con- 
tribution for better health care in Missouri. 
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Missouri Officers —Some of Missouri’s new officers elected 
at the November meeting are (left to right): Dr. J. H. Trolinger, 
delegate; Dr. Cecil Leitch, president-elect; Dr. Harry Cohen, 
board member; Dr. N. J. Eversoll, delegate; Dr. Roy Pearse, 
Jr., alternate delegate, and Dr. John F. Pearl, secretary- 
treasurer. 


Service Award—Vice President W. C. Allen presented a 
plaque at the chapter banquet to State Sen. John Noble for his 
contributions to better health care. 


Panel on Medicine—Leading a panel discussion on medicine 
at Missouri’s scientific meeting is Dr. Doyle McCraw of 
Bolivar. Panel members are (left to right): Dr. Thorpe Ray, 
University of Missouri; Dr. Vernon E. Wilson, new dean of 
the University of Missouri School of Medicine, who is an 
Academy member, and Dr. L. A. Roth, University of Penn- 
sylvania Graduate School of Medicine. 
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when respiratory congestion 
is complicated by 
secondary bacterial invaders... 


Trisulfaminic’ 


TRIAMINIC WITH TRIPLE SULFAS 


tablets /suspension 
Provides Triaminic’** for deconges- Provides triple sulfas to control 
tion and to promote drainage of streptococcal, pneumococcal and 
nasal and paranasal passages staphylococcal invaders' 


Each Trisulfaminic Tablet and each tsp. (5 ml.) of Trisulfaminic Suspension provides: 
Triaminic® 25 mg. and Trisulfapyrimidines, U.S.P. 500 mg. 

Dosage: Adults—2 to 4 tablets or tsp. initially, followed by 2 every 4 to 6 hours. Children 
8 to 12—2 tablets or tsp. initially, followed by 1 every 6 hours. Children under 8— 
initially, % tsp. per 10 lbs. body weight, to a maximum dose of 2 tsp., then about % 
of this dose every 6 hours. 


Medication may be continued until patient has been afebrile for 3 days. 
1. Lhotka, F. M.: Illinois M. J. 112:259 (Dec.) 1957. 2. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 


1958. 3. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 1958. 4. Sophian, L. H., et al.: The Sulfapyrimidines, 
New York, Press of A. Colish, 1952, p. 132. 
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Rabbi M. Isserman of Temple Israel in St. 
Louis was the banquet speaker. 

The 1960 annual meeting will be held Novem- 
ber 5 and 6 at the Chase Hotel in St. Louis. 

A few weeks after the annual meeting the Mis- 
souri chapter also took part in a farewell banquet 
for Dr. Thomas A. Dooley, who has received 
national recognition for his medical missionary 
work in Laos. At the banquet sponsored by the 
Junior Chamber of Commerce, Dr. Dooley re- 
ceived $14,000 for an airplane to help him with 
his missionary work. Chapter president, Dr. 
Hall, presented Dr. Dooley with a silver cup and 
honorary membership certificate in the Missouri 
chapter. 

e A loan fund for medical students at the Univer- 


sity of Miami and University of Florida was re- . 


cently set up by the Florida chapter. The chapter 
isespecially interested in seeing that the loans are 
given to students interested in general practice. 

In setting up this fund the chapter hopes to do 
its part in helping the medical student through 
school rather than asking the government to as- 
sume the task and in an indirect way gain control 
over medicine. 
® More than 470 members attended the Texas 
chapter’s annual meeting in Galveston. A total of 
1,028 persons registered during the four-day 
meeting. 

To coincide with the chapter meeting, Texas 
Governor Price Daniel declared the week of Oc- 
tober 4-10 as “Family Doctor Week’ in the 
state. 

The chairman of the annual meeting, Dr. E. 
Sinks McLarty of Galveston who is also promi- 
nent in medical education, was installed as the 
1960 president. (See cut.) Other Texas officers 
are Dr. Jack M. Partain of San Antonio, presi- 
dent-elect; Dr. E. W. Schmidt of Pecos, vice 
President; Dr. L. W. Johnson of Houston, 
treasurer, and AAGP delegates, Dr. Carlos E. 
Fuste, Jr. of Alvin and Dr. Lloyd M. Southwick 
of Edinburg. 
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E. Sinks McLarty, M.D.—Dr. McLarty, long prominent in 
medical student and postgraduate academic affairs, was 
installed as president of the Texas chapter at the meeting in 
Galveston. 


The two and one-half day scientific session in- 
cluded a program of 12 outstanding speakers and 
93 technical exhibits. The chapter voted to hold 
the 1960 meeting in Dallas. 

@ Dr. Thomas H. Mitchell of Vicksburg was 
named president-elect of the Mississippi chapter 
at its recent annual meeting in Jackson. 

Installed as president was Dr. R. J. Moore- 
head of Yazoo City who succeeds Dr. A. T. 
Tatum. Other officers elected include Dr. F. C. 
Massengill, Brookhaven, vice president; Dr. 
John T. Bane, Jackson, secretary-treasurer; Dr. 
William E. Lotterhos, Jackson, AAGP delegate, 
and Dr. A. V. Beacham of Magnolia, alternate 
delegate. 

Guest speakers for the scientific meeting were: 
Dr. Howard Mahorner, Louisiana State Univer- 
sity Medical School; Dr. Edgar Hull, Louisiana 
State University Medical School; Dr. Leonard 
W. Fabian, University of Mississippi Medical 
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ACTS FASTER—usually within 5-15 minutes, LASTS LONGER—usua 


hours or more. MORE THOROUGH RELIEF— permits 


Enel Percopan® Tablet contains mg. dihydrohydroxycodein: 
chloride, 0.38 mg. 0.38 mg. homa- 


Write 
ENDO LABORATORIES 
Richmond Hill 18, 


Pat. 2,628,185 


one-half the amount of salts of N 


News 


Center; Dr. Thomas J. Brooks, Jr., University 
of Mississippi Medical Center; Dr. Jesse D. 
Rising, University of Kansas Medical School; Dr. 
Frederic C. McDuffie, University of Mississippi 


‘Medical Center; Lt. Col. Don P. Peters, Medical 


Corps, Maxwell Air Force Base, Ala., and Dr. 
Prank Lyman, Mead Johnson & Company. 

@ West Virginia state and component chapter 
Officers met January 16 at Cheat Lake for an of- 
ficers’ workshop. The purpose of the workshop 
was to familiarize all officers at the state and 
local level with the Academy’s “State Chapter 
Officers Manual.” Chairmen of the key commit- 
tees were assigned to review portions of the man- 
al and each chairman presented a short sum- 
Mary to the workshop. 

®The Oregon chapter recently announced the 
appointment of a new executive secretary, Mr. 
George Wann. The new secretary has a back- 
ground in the fields of advertising and public re- 
lations. He is also employed by the Standard 
Insurance Company as advertising manager. 

Mr. Wann succeeded Mrs. Anna Payne who 
Served as the chapter’s executive secretary for 
four years. 
®The Kentucky chapter sponsored its annual 
Northern Kentucky Seminar January 21 in Cin- 
Gnnati, Ohio. The topic of the day was “Tran- 
Guilizers—Their Clinical Application.” 

Among the morning speakers were: Dr. G. J. 
Martin, Camden County General Hospital, 
Makeland, N.J.; Dr. Edward H. Hashinger, 
TaJolla, Calif.; Dr. F. Bambace, San Antonio 
Blate Adult Mental Health Clinic, and Dr. Neal 
Owens, Owens Meade Clinic, New Orleans, La. 

Dr. William K. Willard, Dean of the Univer- 
sity of Kentucky School of Medicine, spoke to 
the luncheon session. Included in the roster of 
@iternoon speakers were: Dr. Walter Reich, 
Chicago, Ill.; Dr. E. S. McCabe, Philadelphia 
General Hospital; Dr. Walter Coe, University 
% Louisville, and Dr. Henry H. Wagenheim, 
Philadelphia, Pa. 
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treats their 
acne 


degreases 
the skin 
completely 
emulsifies and 
washes off 
excess oil 
from the skin. 


helps remove 
blackheads 
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unblocks pores 
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removal of sebum 
plugs. 
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the skin 
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Patients like Fostex because it is so easy to use. 
They simply wash acne skin 2 to 4 times a day 
with Fostex Cream or Fostex Cake, instead of 
using soap. 


Fostex contains Sebulytic®,* a combination of 
surface-active wetting agents with remarkable 
antiseborrheic, keratolytic and antibacterial ac- 
tions ... enhanced by sulfur 2%, salicylic acid 
2%, and hexachlorophene 1%. 


*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sul- 
fonate and sodium dioctyl sulfosuccinate. 


Fostex is available in two forms 


FOSTEX Fostex Cream and Fostex Cake 

CREAM are interchangeable for thera- 

in 4.5 oz. jars peutic washing of the skin. 

F Fostex Cream is approximately 

twice as drying as Fostex Cake. 

FOSTEX Fostex Cream is also used as a 

CAKE therapeutic shampoo in dan- 
in bar form druff and oily scalp. 


Write for samples - 
WESTWOOD PHARMACEUTICALS 
Buffalo 13, New York 
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Assembly News 


Schedule of Events 


TWELFTH ANNUAL SCIENTIFIC ASSEMBLY—PHILADELPHIA 


Day and Date Time 


Friday, March 18 


Saturday, March 19 


Sunday, March 20 


Monday, March 21 


9:00 A.M. 
7:00 P.M. 


7:30 A.M. 
8:00 A.M. 
9:00 A.M. 
9:00 A.M. 
9:00 A.M. 
9:00 A.M. 
12:15 P.M. 


2:00 P.M. 
5:30 P.M. 


7:30 A.M. 


9:00 A.M. 
9:00 A.M. 
10:00 A.M. 
10:00 A.M. 
2:00 P.M. 
5:30 P.M. 


7:30 A.M. 


8:30 A.M. 
8:30 A.M. 
9:00 A.M. 
9:00 A.M. 


Event 


Place 


Board of Directors Meeting 
Nominating Committee 


Reference Committee Chairmen Breakfast 
Nominating Committee Breakfast 
Rules Committee 

Nominating Committee Hearings 
Delegates’ Registration 

Ladies’ Registration and Hospitality 
Joint Luncheon Meeting: Board, 
Local Arrangements Subcommittee 
Chairmen, Scientific Assembly 
Committee 

Congress of Delegates Convenes 
Three Reference Committee Hearings 


Committee on Scientific Assembly 
Breakfast 

Three Reference Committee Hearings 
Ladies’ Registration and Hospitality 
Exhibitor Registration 

General Registration 

Congress of Delegates 

Three Reference Committee Hearings 


Committee on Scientific Assembly 
Breakfast 

General Registration 

Three Reference Committee Meetings 
Congress of Delegates 

Ladies’ Registration 


Convention Hall 


Bellevue Stratford 
Bellevue Stratford 
(Continued on next page) 


Bellevue Stratford 
Bellevue Stratford 


Bellevue Stratford 
Bellevue Stratford 
Bellevue Stratford 
Bellevue Stratford 
Bellevue Stratford 
Bellevue Stratford 
Bellevue Stratford 


Bellevue Stratford 
Bellevue Stratford 


Bellevue Stratford 
We 
Ma 
Bellevue Stratford 
Bellevue Stratford 


Convention Hall 
Convention Hall 
Bellevue Stratford 
Bellevue Stratford 


Bellevue Stratford 


Th 


Bellevue Stratford 
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Schedule of Events (Continued from preceding page) 


TWELFTH ANNUAL SCIENTIFIC ASSEMBLY—PHILADELPHIA 


Day and Date Time Event 


Place 


Monday, March 21 12:00 NOON Congress Recesses 
1:00 P.M. Scientific Assembly Convenes 
1:10 P.M. Address by Dr. David A. Cooper, 
President, Philadelphia County 


Medical Society 
5:30 P.M. Delegates’ Reception 
7:30 P.M. Delegates’ Dinner and Dance 


Tuesday, March 22 8:30 A.M. General Registration 
9:00 A.M. Scientific Assembly 
9:00 A.M. Ladies’ Registration 
12:15 P.M. Century Club Luncheon 
12:30 P.M. Ladies’ Fashion Luncheon 
12:30 P.M. Children’s Luncheon and Tour 
of Franklin Institute 
3:00 P.M. Mead Johnson Awards 
3:00 P.M. AAGP Foundation Trustees 
EVENING State Chapter Functions 
8:00 P.M. Upjohn “Grand Rounds” 


Wednesday, 
March 23 8:30 A.M. General Registration 
9:00 A.M. Scientific Assembly 
9:00 A.M. Ladies’ Registration 
12:30 P.M. Medical Exhibitors Association Luncheon 
1:30 P.M. Ladies’ Tour of Philadelphia and Tea 
1:30 P.M. Children’s Tour 


3:00 P.M. Ross Awards 

7:00 P.M. Merck Sharp & Dohme Telecast 
8:00 P.M. Inauguration Ceremony 

9:00 P.M. President’s Reception and Ball 


Thursday, March 24 8:30 A.M. General Registration 
12:00 NOON Assembly Closes 


Convention Hall 
Convention Hall 


Art Museum 
Bellevue Stratford 


Convention Hall 
Convention Hall 
Bellevue Stratford 
Convention Hall 
Bellevue Stratford 
Bellevue Stratford 


Convention Hall 
Bellevue Stratford 


To be Announced 


Convention Hall 
Convention Hall 
Bellevue Stratford 
Sheraton 

Art Museum 


Convention Hall 


Bellevue Stratford 
Bellevue Stratford 


Convention Hall 
Convention Hall 


12:30 P.M. Board of Directors Meeting Bellevue Stratford 
P.M. Departures for Invitational 
Scientific Congress (Bermuda) 
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TROCHE 


COUGH promptly curbed by homarylamine—non-narcotic antitussive with the 
approximate potency of codeine. 

INFECTION combated by three nonsystemic antibiotics—each active against 
common mouth and throat pathogens, all with relatively low sensitization 
potentials. 

IRRITATION soothed by benzocaine—a topical anesthetic that promotes pro- 
longed relief of inflamed or irritated tissues. 


PENTAZETS’ troches 


Homarylamine - Bacitracin - Tyrothricin - Neomycin - Benzocaine 


NEW PINEAPPLE FLAVOR Overwhelmingly selected by a taste panel. 
Available to your patients on your prescription only. 

DOSAGE: Three to five troches daily for three to five days. 

SUPPLIED: Vials of 12. 

GD MERCK SHARP & DOHME Wisin OF MERCK & CO., INc., PHILADELPHIA 1, PA. 


PENTAZETS is a trademark of Merck & Co., Inc. 
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Scientific Lecture Program MARCH 21-24, PHILADELPHIA, PENNSYLVANIA 


TWELFTH ANNUAL SCIENTIFIC ASSEMBLY OF THE AMERICAN ACADEMY OF GENERAL PRACTICE 


COMBINED WITH THE PHILADELPHIA COUNTY POSTGRADUATE INSTITUTE 


Monday Tuesday Wednesday Thursday 
Hour March 21 March 22 March 23 March 24 
9:00-9:30 A.M. REGISTRATION ANTIBIOTIC THERAPY Abdominal Conditions Life Insurance 
BEGINS 9:00 A.M. 1. New Developments Simulating Cardiac Examinations— 
and Therapy Emergencies Their Significance 
Wesley W. Spink, M.D. Thomas A. Johnson, M.D. and Value 
2. Reactions Encountered Albert L. Larson, M.D. 
OPENING in Treatment with Moderator 
OF SCIENTIFIC Antibiotic Agents Milton H. Clifford, M.p. 
AND TECHNICAL Ethan Allan Brown, M.D. Ennion S. Williams, M.D. 
EXHIBITS Andrew J. Oberlander, M.D. 
9:30-10:00 a.m. | 9:00 A.M. Thromboembolic Fall In or Fall Out— 
Emergencies A Professional 
John A. Spittel, Jr., M.D. Challenge 
Joseph R. Shaeffer, M.D. | 
10:00-11:00 A.M. RECESS FOR EXHIBITS | 
11:00-12:00 A.M. PREVENTIVE PEDIATRICS CEREBRAL EMERGENCIES | MENTAL HEALTH 
1. Management of Acute 1. Traumatic Cerebral 1. What Is Teachable 
Nephritis in Childhood Emergencies in Mental Health? 
James G. Hughes, M.D. Collin S. MacCarty, M.D.| Maurice E. Linden, M.D. 
2. Child Health 2. Important Signs, 2. Psychiatric Techniques 
Leona Baumgartner, M.D. Symptoms and for the Family Doctor 
Differential Diagnosis} Robert Matthews, M.D. 
OPENING OF PROGRAM Temple S. Fay, M.D. 
WELCOMING SPEECHES 
12:00-1:30 P.M. 1:00 P.M. NOON RECESS 
1:30-2:00 P.M. The Doctor, His Wife The Surgery of Pilonidal Current Concepts in LECTURE PROGRAM 
and the Patient Disease Arthritis ENDS 12:00 NOON 
Horace W. Eshbach, M.D. J. Peerman Nesselrod, M.D. | John W. Sigler, M.D. 
2:00-2:30 P.M. Moderator Office Management of Moderator 
Mrs. James M. Perkins Certain Anorectal L. Maxwell Lockie, M.D. | EXHIBIT HALLS 
Franklin J. Evans, Problems John H. Talbott, M.D. CLOSE 12:30 P.M. 
M.D., LL.D. Raymond rf Jackman, M.D. C. H. Slocumb, M.D. 
2:30-3:00 P.M. Mr. Woodrow Wirsig Gynecologic Operations Joseph L. Hollander, M.v. 
Rev. Sheldon E. Mackey F. Bayard Carter, M.D. 
3:00-4:00 P.M. RECESS FOR EXHIBITS 
4:00-4:30 P.M. GERIATRICS OCCUPATIONAL HEALTH The Hematopoietic 
Surgery in the Second 1. Scope, Objectives and Diseases 
Half-Century Functions of Occupa- Charles A. Doan, M.D. 
William C. Beck, M.D. tional Health Programs 
Worn Out or Just Tired? Lemuel C. McGee, M.D. 
Edward L. Bortz, M.D. 2. The Family Doctor and 
the Health Needs of 
4:30-5:00 P.M. Small Plants Detection of Anemia 
Logan T. Robertson, M.D. William Dameshek, M.D. 
3. The General Prac- 
titioner’s Role in the 
Performance of Periodic 
Health Examinations 
Norbert J. Roberis, M.D. 
EVENING DELEGATES’ DINNER STATE CHAPTER FUNCTIONS PRESIDENT’S RECEPTION 
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Shown above is the hospital of the University of Pennsylvania, 
the nation’s oldest medical school. 


Woman’s Medical College has the distinction of being the 
first medical school for women only. 


268 


NOT ONLY DOES Philadelphia have five outstand- 
ing medical schools, but it can boast of being 
the home of the oldest medical school in the 
nation, the University of Pennsylvania School 
of Medicine. 

It likewise has the distinction of being the 
site of the first medical school established for 
women only—Woman’s Medical College of 
Pennsylvania. 

The other schools are Hahnemann Medical 
College, Temple University School of Medicine 
and Jefferson Medical College. Only two other 
cities in America, New York and Chicago, have 
as many medical schools. 

In 1765, 11 years before the signing of the 
Declaration of Independence, Dr. John Morgan 
founded the University of Pennsylvania’s medical 
college. The hope of Dr. Morgan that the school’s 
reputation should spread far and that it act as 
a stimulus for the rise of other medical colleges 
has long been a fact. 

Among the many institutions connected with 
the school are the Robert Hare Laboratory of 
Chemistry, Wistar Institute of Anatomy and 
Biology, Henry Phipps Institute and Pennsyl- 
vania Hospital. 

Hahnemann Medical College and Hospital, 
founded in 1848, is the third oldest of Phila- 
delphia’s medical schools. Formed from the suc- 
cessive union of several institutions, the school 
assumed its present name in 1885. Today, the 
hospital, medical college, clinic building and 
nurses’ home are a composite structural unit 
located in the center of downtown Philadelphia. 

Particularly impressive is the 19-story, 600- 
bed Hahnemann Hospital which was erected in 
1928. Another asset is the Hahnemann Clinic 
Building, opened in 1945, which houses all of 
the clinics associated with the hospital. 
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Temple University School of Medicine, which 
opened in 1901, had the unique arrangement of 
holding classes only in the evening. The school 
operated on a five-year basis so that its students 
would get the equivalent of a four-year course of 
day classes. In addition, 700 hours of actual day 
work were required each year. 

Legislation soon made it apparent that the 
evening classes would have to be abandoned if 
Temple graduates were to be accredited for 
licensure in other states. After day classes began 
in 1907, Temple’s stature and prestige grew 
rapidly. 

Its hospital affiliates expanded and grew. 
In 1930, a one and a quarter-million dollar 
structure was completed for the key medical 
school building. 

Because it would be competing with the Uni- 
versity of Pennsylvania School of Medicine, then 
the only other medical school in Philadelphia, 
Jefferson Medical College encountered much op- 
position at the time of its founding in 1825. 

Dr. George McClellan, the founder, had to 
begin the school as a part of the already estab- 
lished Jefferson College in Canonsburg, Pa., but 
in 18388 he was able to secure an independent 
charter. 

In 1877, the hospital was finished, one of the 
first in the country to be owned and operated 
solely for a medical school. 

Well over 19,000 graduates have received their 
M.D.’s from Jefferson Medical College, 6,000 
of whom are living. No other medical school in 
the nation can boast of having as many living 
graduates. 

In 1850, Woman’s Medical College of Pennsyl- 
vania, the first and only medical school exclusive- 
ly for women in the nation, was established. 
Originally called Female Medical College of 
Pennsylvania, thisstilted designation was changed 
to the present name in 1867. 

Although the original faculty consisted of six 
men, the equality of women in the field of medi- 
cine was soon recognized as Dr. Ann Preston, a 
member of the first graduating class, was ap- 
pointed to the Chair of Physiology and Hygiene. 
In 1867 she was elected dean of the faculty. 
Since then many women physicians have held 
professorships at the college. 

Many graduates of the school have found 
careers in the foreign mission field following in the 


footsteps of Dr. Clara Swain, an 1869 graduate, ° 


who was the first woman medical missionary in 
the world. 
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Hahnemann Medical College’s hospital, 19 stories high with 
600 beds, is particularly impressive. 


This view of Temple University’s hospital expansion was es 
seen from the medical school building. 


Jefferson Medical College can boast of more living graduates 
than any other medical school. 
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Twelfth Annual Scientific Assen oly 
The American Academy of General Practice 


PHILADELPHIA, PENNSYLVANIA, MARCH 1969 


Make Your REMEMBER: 


e Room assignments will be made in order 
Hotel Reservation Early! received. | 
: ousing Bureau, Penn Square Build- 
ALTHOUGH there is a large number of hotels ing, Juniper & Filbert Sts., Philadelphia 7, 
in Philadelphia and a maximum of their rooms Pennsylvania. Ry 

=: Only a few-rooms available at the Bellevue- 
will be evailable te out Assembly, previous Stratford in addition to those set aside for 
years’ attendance indicates all rooms will be delegates and speakers. Delegates must make 
assigned by February 1, 1960. Make Your Re- their own reservations although a block of 


rooms is reserved for them. A special form 
servation . . . Now! But if you are unable to will be sent delegates of record. 


attend, cancel early so another member may to departure 
—_— e; names 0 occupants of room. 
CANCEL EARLY if you cannot attend so 
= JA another member may obtain a room. 
Academy Headquarters for the Scientific As- 
sembly will be at the Convention Hall. Scien- 
tific sessions open at 1:00 p.m., Monday, 
RESERVATION March 21. 
FORM ON THE The Congress of Delegates convenes at 2:00 
NEXT PAGE! p.m., Saturday, March 19. 
Delegates’ registration at the hotel Saturday 
morning, March 19. Advance registration for 
members at the hotel on Saturday afternoon, 
March 19, and Sunday, March 20; also at the 
Convention Hall on Sunday, March 20. Start- 
ing Monday morning, March 21, all registra- 
tion at the Convention Hall. 


MAP SHOWING KEY 

CONVENTION LOCATIONS 

1. Adelphia 6. Penn Sherwood 
2. Barclay 7. Sheraton 
3. Bellevue-Stratford 8. Sylvania PENNSYLVANIA 
4. Benjamin Franklin 9. Warwick Vy 

5. Drake 
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Combined with 

the Annual Postgraduate Institute 
of the Philadelphia Count) 
Medical Society 


HOTEL ROOM RATES 


Single Double Twin Suite 
Adelphia $ 7.00 $12.00 $13.00-$15.00 $30.00 
18th and Chestnut 
f $15.00-$21.00 $30.00-$36.00 
Applica $48.00-$60.00 
2 Bedrooms 
Housing Accommodations Bellevue-Stratford $ 9.50-$13.50 $14.00-$17.00 $15.00-$18.00 $25.00-$55.00 
_Broad & Walnut Combination 
Headquarters Hotel (Limited number of 2 Tw. BR. 
For YOUR CONVENIENCE in making hotel reserva- rooms available for general assignment.) yyy Bath 
tions for the coming meeting of The American Benjamin 8.50-$11.50 $12.00-$15.00 $15.00-$17.00 $32.00-$35.00 
Academy of General Practice on March 19-24, 1960, 9th & Chestnut ° = — Combination 
in Philadelphia, hotels and their rates are listed. 7. &, R. 
Use the form at the bottom of this page, indicating $30.00 
your first, second and third choice. Because of the — nici $10.00-$12.00 $12.00-$14.00 $14.00-$18.00 $24.00-$28.00 
limited number of single rooms available, you will 
stand a much better chance of securing accommo- 39th and Chestnut 
dations at the hotel of your choice if you request Sheraton $ 9.85-$13.50 $15.00 $15.50-$17.50 $34.00-$45.00 
rooms to be occupied by two or more persons. All ee 
must the $ 9.00-$ 9.50 $13.00-$15.00 $27.00 
fer reservations must give Warwick $12.50-$14.50 $16.00-$20.00 $28.00-$38.00 
definite date and hour of arrival as well as definite 17th and Locust 
date and appreximate hour of departure. Names The above quoted rates are existing rates, but are, of course, subject to any change which may 
and addresses of all persons who will occupy rooms be made in the future. 
requested MUST be included. ALL RESERVATIONS MUST BE RECEIVED PRIOR TO MARCH 1, 1960 
AAGP Housing Bureau Please reserve the following accommodations 
Penn Square Building, Juniper and Filbert Streets for the AAGP Twelfth Annual Scientific Assembly 
Philadelphia 7, Pennsylvania on March 19-24, 1960 in Philadelphia. 


+— @ Single Room Double Bedded Room Twin Bedded Room ; 
2 Room Suite Other Type of Room Rate: From $ to $ F 
4— & First Choice Hotel Second Choice Hotel Third Choice Hotel i 
Arriving at Hotel (date) Hour A.M. P.M. ’ 
7 Leaving (date) Hour A.M. P.M. 
4— THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double F 
room or twin bedded room requested. Names and addresses of all persons for whom you are requesting reservations and who will 7 
— occupy the rooms asked for: ; 
> 
(Individual Requesting Reservations) If the hotels of your choice are unable to accept 


Name... your reservation the AAGP Housing Bureau 
Address will make as good a reservation as possible else- 

: where providing that all hotel rooms available 
City...... State have not already been taken. 
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when emotional turbulence threatens 
medical or surgical care 


Fear, agitation, and resistance often hinder 
medical diagnosis and treatment. 

SPARINE alleviates agitation, overcomes resist- 
ance, placates fears. 

In addition to calming the patient, SPARINE 
controls other interfering symptoms: nausea, 
vomiting, and hiccups. 

Wyeth Laboratories, Philadelphia 1, Pa. 


Sparine 


HYDROCHLORIDE 
Promazine Hydrochloride, Wyeth 
INJECTION 
TABLETS 
SYRUP 


A Century of Service to Medicine 
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News 


(Continued from Page 33) 


On the Calendar 


*Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum hours 
listed when available. 


APRIL 


*8-10: Marquette University School of Dentistry, seminar 
on hypnosis, Schroeder Hotel, Milwaukee, Wis. (7 hrs.) 

*11: Harris County (Texas) chapter and University of 
Texas Postgraduate School of Medicine, rheumatoid 
arthritis and related arthritides, Jesse Jones Library 
Building, Houston. (1 hr.) 

*11-13: Tufts University, course on electrocardiography, 
New England Center Hospital, Boston, Mass. (18 hrs.) 

*11-18: University of Kansas, course on anesthesiology, 
University of Kansas Medical Center, Kansas City, 
Kan. (21 hrs.) 

*11-13: University of Minnesota, course on radiology, 
Minneapolis. (15 hrs.) 


. *13: University of Oklahoma, course on anesthesia for the 


part-time anesthetist, University of Oklahoma Medical 
Center, Oklahoma City. (4 hrs.) 

*13: Second District Louisiana chapter, active and passive 
immunization, Hilton Inn, Kenner, La. (1 hr.) 

*18-19: University of Oregon, course on pulmonary disease, 
University of Oregon Medical School, Portland. (15 hrs.) 

*21-22: University of Kansas, course on respiratory physi- 
ology in childhood, University of Kansas Medical Center, 
Kansas City, Kan. (14 hrs.) 

*22-23: University of Oklahoma, carcinoma of the skin, 
University of Oklahoma Medical School Auditorium, 
Oklahoma City. (14 hrs.) 

"22-23: Utah chapter, annual meeting, Hotel Utah, Salt 
Lake City. (16 hrs.) 

*22-24: Louisiana chapter, medical-dental seminar on 
hypnosis, St. Charles Hotel, New Orleans, La. (20 hrs.) 

23: Rhode Island chapter, annual meeting, Sheraton 
Biltmore Hotel, Providence. 

24-27: American College of Obstetricians and Gynecolo- 
gists, meeting, Morrison Hotel, Chicago, Ill. 

25-26: Iowa State Medical Society, general session, Des 

Moines, Ia. 
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*27-30: Tufts University, course on neurology, Boston, 
Mass. (12 hrs.) 

*28: Portsmouth (Ohio) chapter, medical and surgical 
gems, Elk City Club, Portsmouth, Ohio. (5 hrs.) 

28: Hawaii chapter, annual meeting, Honolulu. 


MAY 


*1: St. Leuis chapter and St. Louis University School of 
Medicine, Washington University and Lederle Labora- 
tories, symposium on modern trends in therapy, Chase 
Hotel, St. Louis, Mo. (5 hrs.) 

*1: Southwestern Ohio Society of General Practice, course 
on laboratory aids in diagnosis and treatment, Univer- 
sity of Cincinnati College of Medicine, Cincinnati. (14 
hrs.) 

*2-6: University of Minnesota, course on intermediate 
electrocardiography, University of Minnesota, Minne- 
apolis. ($0 hrs.) 

2-11: Pan American Medical Association, meeting, Mexico 
City. 

*6: University of Oklahoma Medical Office of Postgraduate 
Education, sixth annual meeting Oklahoma Association 
of House Staff Physicians, Auditorium of Veterans Ad- 
ministration Hospital, Oklahoma City. (8 hrs.) 

*9: Harris County (Texas) chapter and University of Texas 
Postgraduate School of Medicine, newly recognized 
viral diseases of infants and children, Jesse Jones 
Library Building, Houston. (1 hr.) 

9-13: American Psychiatric Association, meeting, Hotel 
Traymore, Atlantic City, N.J. 

*11: University of Oklahoma, course on neurologic diseases 
in childhood, University of Oklahoma Medical Center, 
Oklahoma City. (4 hrs.) 

*11: Second District Louisiana chapter, psychotherapy in 
general practice, Hilton Inn, Kenner, La. (1 hr.) 

11-13: Kentucky chapter, annual meeting, Kentucky 
Hotel, Louisville. 

12-14: Nevada chapter, annual meeting, Riverside Hotel, 
Reno. 

*12-15: Virginia chapter, annual meeting, Convention 
Center and Cavalier Hotel, Virginia Beach. (15 hrs.) 
*16-18: University of Minnesota, course on office psycho- 

therapy, University of Minnesota, Minneapolis. (15 hrs.) 

*16-20: New York University-Bellevue Medical Center, 
course on arthritis and related disorders for the general 
physician, New York City. 

*19: University of Wisconsin, two day course on health as- 
pects of air pollution, Wisconsin Center Building, Madison. 

*23-26: University of Kansas, course on surgery, Kansas 

City, Kan. 
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MERCK 
SHARP & 
DOHME 


presents 


a new 


program 


[ 
in its series i 
of televised 
medical 
reports h 
h 
55 
Ww 
ec 
An authentic, dramatic portrayal of the general practi- ec 
C2 
tioner .. . his obligations and problems . . . as a physi- 
cian, a family man and a member of his community. : 
Produced in cooperation with the American Academy of bi 
General Practice from the 1960 Annual Scientific Assembly in be 
4 Philadelphia. eli 
er 
se 
PHILADELPHIA BUFFALO BALTIMORE 
WRCV-TV Channel 3 WGR-TV Channel 2 WBAL-TV Channel 11 sp 
Wednesday, March 23 Sunday, March 27 Sunday, April 3 si 
7:00-7:30 p.m. 5:30-6:00 p.m. 3:30-4:00 p.m. ’ 
ur 
als 
Your patients in this area will not want to miss this informative program. pk 
ap 
sic 
Watch for future programs in this series, ‘‘Ask your doctor’, in 
... produced as a service to the medical profession by mG F- 
MERCK SHARP & DOHME, / Division of Merck & Co., Inc. to 
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DEVELOPMENTS IN February confronted the med- 
ical profession with a serious challenge as to the 
possibilities of Congress approving this session 
legislation that would provide health care for 
the aged. 

Supporters of the Forand bill intensified their 
campaign for legislation which would provide 
hospitalization, surgical benefits and nursing 
home care for all social security beneficiaries, ex- 
cept the disabled, through increased social se- 
curity taxes. 

The Eisenhower Administration announced it 
was considering alternative proposals that would 
cover lengthy and costly catastrophic illnesses of 
older persons. 

The Democratic majority of the Senate Sub- 
committee on Problems of the Aged and Aging 
came out for Forand-type legislation. 

Sen. John F. Kennedy (D—Mass.), a lead- 
ing contender for the Democratic nomination for 
President, introduced legislation similar to the 
Forand bill but broader in scope. The Kennedy 
bill would provide coverage for all social security 
beneficiaries, including the disabled. It would 
eliminate surgical benefits which are not consid- 
ered a major need of older persons but it would 
add diagnostic outpatient and home nursing 
services. 

The AFL-CIO, through its publications and in 
special pamphlets, accelerated its campaign de- 
signed to pressure congressmen into supporting 
the Forand bill. The labor organization solicited 
union members to write to their congressmen 
urging them to vote for the bill. The AFL-CIO 
also distributed a slanted pamphlet quoting ten 
physicians as supporting the legislation. 

With indications mounting that the issue was 
approaching a crucial stage, the medical profes- 
sion and allied groups stepped up their activities 
IN Opposition to such legislation. Various state 
medical societies arranged for delegations to 
come to Washington to urge their congressmen 
to oppose such legislation. 
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Washington 
Report 


A showdown could come in late March or early 
April when the House Ways and Means Com- 
mittee is scheduled to take up proposed changes 
in the Social Security Act. The committee held 
hearings on the Forand bill last year but its sup- 
porters postponed asking for a committee vote 
on it then—apparently because they realized a 
majority of the committee at that time opposed 
it. 

Supporters of the legislation are waging their 
pressure campaigns in an effort to win over con- 
gressmen who ordinarily are more susceptible to 
such tactics in this year of a national election 
than they were 12 months ago. 

The Eisenhower Administration was working 
on three possible approaches to providing health 
care for older persons in cases of catastrophic 
sickness. It was the Administration’s announced 
“hope” that it would have legislation ready to 
submit to the Ways and Means Committee by 
early April. 

In a brief answer to a news conference ques- 
tion, President Eisenhower said his Administra- 
tion was considering “‘a possible change” in the 
social security program to “make greater pro- 
vision for the care of the aged” by increasing 
social security taxes by one-fourth of 1 per 
cent. But he said ‘“‘no conclusion’ had been 
reached. 

Although the tax increases were the same as 
called for in the Forand bill, Arthur S. Flemming, 
secretary of Health, Education and Welfare, said 
in a clarifying statement that he wanted to “un- 
derline that the position of the Administration is 
in opposition to the Forand bill.” 

Flemming said the Administration believes 
catastrophic illnesses of older persons present a 
serious problem that cannot be solved by volun- 
tary insurance alone. He said the Administration 
was working on three approaches in seeking a 
solution: 

(1) Use of the social security tax system; (2) in- 
creased federal aid under the federal-state pub- 
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Controls congestion 
with Triaminic,’*}* the leading oral 
nasal decongestant. 


Controls aches and fever 
with well-tolerated APAP, non-addic- 
tiveanalgetic‘and excellent antipyretic.® 


Each TUSSAGESIC Tablet provides: 


TRIAMINIC® 50 mg. 
(phenylpropanolamine HC) ................ 25 mg. 
pheniramine maleate 12.5 mg. 
pyrilamine maleate 12.5 mg.) 
Dormethan 
(brand of dextromethorphan HBr).......... 30 mg. 
Terpin hydrate 180 mg. 
APAP (N-acety!-p-aminophenol) ................. 325 mg. 


References: 1. Lhotka, F. M.: Illinois M. J. 112:259 
(Dec.) 1957. 2. Fabricant, N. D.: E.E.N.T. Monthly 37:460 
(July) 1958. 3. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 
1958. 4. Bonica, J. J.: in Drugs of Choice, Mosby, St. 
Louis, 1958, p. 272. 5. Dascomb, H. E.: in Current 
Therapy, Saunders, Phila., 1958, p.78. 6. Bickerman, H. 
A.: in Drugs of Choice, Mosby, St. Louis, 1958, p.547. 


—All cold symptoms 
can be controlled 


Tussa 


timed-release 


TUSSAGESIC SUSPENSION provides palatability. and convenience which make it 
especially attractive to children and other patients who prefer liquid medication. 


SMITH-DORSEY ~ a division of The Wander Company ° Lincoln, Nebraska 


blets 


Controls cough centrally 


with non-narcotic Dormethan, possess- 
ing “amply demonstrated” antitussive 
activity,® as effective as codeine. 


Liquefies tenacious mucus 
with terpin hydrate, classic expectorant. 


Prompt and prolonged relief because of 
this special “timed release” design: 


first —the outer layer 
dissolves within minutes to 
give 3 to 4 hours of relief 


then—the inner core 
releases its ingredients 
to sustain relief for 3 to 
4 more hours 


Dosage: One tablet in the morning, midafternoon 
and at bedtime. Pediatric dosage chart for 
Tussagesic Suspension available on request. 
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AMA Washington Report 


lic assistance program, and (8) federal govern- 
ment supplements to voluntary insurance pro- 


ms. 
* The HEW secretary didn’t give any details of 
the proposals being considered. But he empha- 
sized that no decision had been reached at that 
time even by his department, “‘let alone by the 
Administration.” 

The conclusions of the Democratic majority of 
the Senate Aging Subcommittee, headed by Sen. 
Pat McNamara (D—Mich.), were disputed by 
the American Medical Association and the sub- 
committee’s Republican minority. 

“The American Medical Association . . . sharp- 
ly disagreed with the recommendation of the 
McNamara Subcommittee regarding government 
medicine for Social Security beneficiaries,’ the 
AMA said in a statement which also quoted Dr. 
Louis M. Orr, Orlando, Fla., AMA president: 

“This is a politically inspired committee. Sen- 
ator McNamara. . . has long supported political 
medicine. The fact is that at the seven subcom- 
mittee hearings held throughout the United 
States, observers heard little support expressed by 
the older citizens who attended the hearings for 
government medicine financed by additional 
taxes and administered through Social Security.” 


Other Washington Developments 
INFLUENZA EPIDEMIC 


Asian type influenza has spread to nearly half 
the states, and deaths from flu and pneumonia 
have increased sharply. 

Dr. Leroy E. Burney, surgeon general of the 
Public Health Service, reported that deaths from 
flu and pneumonia in 108 large cities totalled 
4,033 during the first five weeks of the year, an 
Increase of 44 per cent over the same period last 
year. 

This total also was 20 per cent higher than in 
the first five weeks of 1958 when the first Asian 
flu epidemic was in progress. Burney said the 
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figures “‘seem to bear out clinical impressions of 
some physicians that they are encountering a 
more than normal amount of pneumonia .. .” 

In contrast to the 1957-58 flu epidemic, re- 
spiratory infections this year were attacking 
adults more than children. This year’s epidemic 
also showed a pattern of localized outbreaks rath- 
er than the nationwide sweep of 1957-58. 


NARCOTICS ~ 


Congress was pushing through legislation to 
give Narcotics Commissioner Harry J. Anslinger 
power to curb a fast spreading abuse—the use 
of cough medicines by drug addicts. 

The Senate Finance Committee early in Feb- 
ruary approved a House-passed bill which would 
permit the narcotics commissioner to put such 
cough medicines and other remedies under strict- 
er controls after an official finding that they are 
being misused. The commissioner, after a hear- 
ing, could require that a particular cough medi- 
cine be sold only by a physician’s prescription if 
it was found that the medicine contained enough 
of a narcotic to have an “addicting” effect. 

Anslinger said that known drug users have 
been switching to certain brands of cough medi- 
cines containing dihydrocodeinone, an opium 
derivative, as a cheap and easy-to-obtain substi- 
tute for narcotics. He said that heroin users in 
particular had been making the switch. 


DEATHS 


The Public Health Service reported that heart 
disease, strokes, cancer and accidents were re- 
sponsible for 71 per cent of the 1,647,886 deaths 
in the United States in 1958. 

Records of the PHS National Office of Vital 
Statistics show that the 1958 death rate was 9.5 
per 1,000 population, compared with 9.6 in 1957. 

The 1958 deaths included 637,246 from heart 
disease, 254,426 from cancer, 190,758 from vas- 
cular lesions (chiefly strokes) and 90,604 from 
accidents. 
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in potentially-serious 
pediatric infections, 


Effective against more than 30 of make 

the commonly encountered 
pathogens, including staph and strep, 

Panalba KM assures you of prompt ad d 

control in potentially-serious kes Granules 
pediatric infections. Panalba KM with potassium metaphosphate (KM) 

makes a pleasant-tasting, readily your broad-spectrum 
accepted suspension. 

Formula: After reconstitution (with tap antibiotic 

water), each 5 cc. (teaspoonful) contains: 


Panmycin equivalent in action to 125 mg. i 
tetracycline hydrochloride, and 62:5 mg. of first 


of Albamycin (as novobiocin calcium), 
together with 100 mg. potassium meta- 
phosphate (KM). The suspension is 
stable for one week at room temperature. 


Supplied: In 40 cc. and 60 cc. bottles. 


*Trademark, Reg. U.S. Pat. Off. 


The Upjohn Company, Kalamazoo, Michigan 
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